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ON RESERPINE THERAPY 


LILLY) (PYRROBUTAMINE, LILLY) 


About 50% of all patients 
experience this annoying side- 
effect. ‘Sandril’ @ 'Pyronil’ 
relieves 75% of those affected. 


Each tablet combines 0.25 mg. 
‘Sandril’ and 7.5 mg. ‘Pyronil.’ 
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because a diuretic 
should be able to control 


any degree of failure 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 


gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN mG OF CHLOROMERCUR! 2 METHOXY PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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August, 1956 


ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

, Ma facilities are afforded for recreational and occupational therapy, particularly out 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, PinebluS?, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


WELCH ALLYN RECTAL SETS 


Welch Allyn distally illuminated proctoscopes 
and sigmoidescopes are designed to meet every 
requirement for thorough rectal examination 
and treatment. Abundant illumination is pro- 
vided directly at the area under observation and 
an unobstructed view for diagnosis is assured 
through the use of a small, powerful Welch 
Allyn “Bright Light” lamp. The outer tube is 
calibrated in centimeters and the inner tube is 
optically designed to reduce the annoying glare 
usually found in this type instrument. The 
obturator tip is tapered and curved in an an- 
atomically correct manner to facilitate’ the 
passage of the instrument through the sphincter 
muscle and by the prostate gland region. Ideally 
designed for use with No, 342 biopsy punch. 


No. No. 300 proctoscope and No. 308 sigmoidoscope with inflating bulb and No. 725 cord, 
in case as illustrated ; $70.50 
No. 342 BIOPSY PUNCH not illustrated $46.00 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. 


Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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anxiety is part 
of EVERY ILLNESS' 


The physically sick patient faces two stresses—the sickness and the 
anxiety that it brings.' All too often, the anxiety is a threat to the 
patient’s progress. It may intensify symptoms, give uncertainty to 
therapy, and impair rapport. 

To combat the anxiety component of physical illness, EQUANIL pro- 
motes equanimity, relieves muscle tension, and encourages normal 
sleep.” By these specific actions, EQuANiL gives breadth to the treat« 
ment program—expands the physician’s resources. 

Supplied: Tablets, 400 mg., bottles of 50, 

Usual Dose: 1 tablet, t.i.d. 


1, Braceland, F.J.: Texas State J. Med, 51:287 (June) 1955, 
2. Lemere, F'.;: Northwest Med. 54:1098 (Oct.) 1955, 


Meprobamate 
(2-methy!-2-n-propy!-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No, 2,724,720 “Trademarks 


anti-anxiety factor with muscle-relaxing action 
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DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Are Smoother 


THE VICEROY TIP HAS... 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 
smoother—never rough. Only Viceroy has is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 


Yes, smoother taste because there are 
TWICE AS MANY FILTERS 
IN EVERY VICEROY TIP 
as the other two largest-selling filter brands! 


4 
Viceroy Brand B 


VICEROY 


Filter Tip 


CIGARETTES 
KING-SIZE 


Viceroy's exclusive filter is made from 
pure cellulose —soft, snow-white, natural! 
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peach-colored, newest 
liquid form of the 
established broad- 


spectrum antibiotic... 


TERRAMYCIN®t 

125 mg. per 5 ee, 
teaspoonful; 

specially homogenized 
for rapid absorption; 
bottles of 2 fl. oz. 

and 1 pint, packaged 


ready to use. 


delightful peach taste 
broad-spectrum therapy 


BRAND OF OXYTETRACYCLINE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


tBrand of onytetracycline 
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in inflammatory skin diseases 


all the benefits of the “predni-steroids” 
plus positive antacid action 


to minimize gastric distress 
If 
ROUTINELY ACHIEVED WITH () p ld 
(Buffered Prednisone) 
Multiple 


Clinical evidence'.2.3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and predniso- 
lone, antacids should be routinely 
co-administered to minimize gas- 


(Buffered Prednisolone) 


MERCK _& & DOHME 


References: Boland, E. W., J.A.M.A. 

160:613, eds 1966. 2. Margolis, 300 mg. aluminum DIVISION OF MERCK & CO, Inc 
H. M. et al 158:454, Giese hydroxide gel. PHILADELPHIA 1, PA 
1965. 8. Bollet, A. J. ef al, J.A.M.A 


168:459, (June 1955. 
*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Mrencx & Co., Inc, 
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in bronchial asthma | 


‘clinical evidence" 
therapeutic advantages of the “predni-steroids ss 
antacids should be routinely betercety 


‘indicates that to th 


to minimize gastric distress _ 


ROUTINE 
CO-ADMINISTRATION 
MEANS 


All the benefits of the 

“predni-steroids” plus 
positive antacid action to 
minimize gastric distress. 


1. Boland, E. W., 
A.M.A. 160:613, (Februar: 

25) 1956. 2. Margolis, H. 

et al, J.A.M.A. 158:454, (June 

11,) 1955. 3. Bollet, A. i. et al, 

J.A.M.A. 158:459, (June 11,) 

1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Menck & Co., Inc, 


ednisolone) 


prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel 


(Buffered Prednisone) 


MERCK & & DOHME 
DIVISION OF MERCK Ine 
PHILADELPHIA 1, PA, 
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when allergic 


and inflammatory dermatoses 


call for strong measures. . 


IEW 
Meti-Derm 


prednisolone, free alcohol a 
"cream 


“topically approximately twice the 
_ milligram potency of hydrocortisone 


cosmetically acceptable, water washable 
when the prophylaxis of 
_ secondary infection is a factor 
Meti-Derm 
ointment 
with neomycin 
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NOW, the extra assurance of 


Meti-steroid strength and safety 
in topical skin therapy 


Meti-Derm 


cream 


with MericorTecone, original brand of prednisolone 


arrests itch, diminishes erythema 
lessens edema, reduces scaling 


speeds healing in 


contact dermatitis — from plants (e.g., poison ivy, 
oak), drugs, soaps, cosmetics, fabrics. 


atopic dermatitis — allergic eczema, food eczema, 
infantile eczema, disseminated neurodermatitis, 
pruritus with lichenification. 


nonspecific pruritus of anus, vulva, scrotum. 


Formula: Each gram of Meri-Derm Cream contains 5 mg. (0.5%) of prednisolone, 
free alcohol, in a water-washable base. 


Merti-Derm Ointment with Neomycin contains 5 mg. (0.5%) prednisolone, and 
5 mg. (0.5%) neomycin sulfate equivalent to 3.5 mg. neomycin base. 


Packaging: Meri-Derm Cream, 0.5%, 10 Gm. tube. 
Meri-Derm Ointment with Neomycin, 10 Gm. tube. 


Meri-Derm,* brand of prednisolone topical. 
MericorTecone,® brand of prednisolone. 


Selering 
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for your peptic ulcer patient...‘the easy-to-remember medication” 


It is almost impossible for your peptic ulcer patient to forget his medication 
when it is a ‘Spansule’ sustained release capsule. He need simply remember: 
one ‘Prydon’ Spansule on arising, one ‘Prydon’ Spansule on retiring. When you 
prescribe ‘Prydon’ q12h, you know that he is getting continuous, uninterrupted, 
round-the-clock antisecretory-antispasmodic protection. 

With ‘Prydon’ Spansule capsules, side effects are eliminated or reduced 
to a minimum. 


PRYDON* SPANSULE* 


atropine, scopolamine, hyoscyamine sustained release capsules, S.K.P, 
made only by 
Smith, Kline & French Laboratories, Philadelphia 


first J in sustained release oral medication 


*1T.M. Reg. U.S. Pat. Off. Patent Applied For, 
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NOW AVAILABLE.... 
overcome specific 


infections that do 


not respond to any 


other 


amntibtotie.... 
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es resistant pathogens are the tough survivors of 

a dozen widely-used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris, produce infections which have been re- 
sistant to a// clinicaily useful antibiotics. 

To augment your armamentarium against these resistant 
infections, ‘Carnomycin’ (Novobiocin, Merck), derived 
from an organism recently discovered and isolated in the 
Merck Sharp & Dohme Research Laboratories,' is now 
available. 

SPECTRUM —‘Catuomycin’ has also been shown 
to be active against other organisms including—D. pneu- 
moniae, N. intracellularis, 8. pyogenes, 8. viridans and H., 
pertussis, but clinical evidence must be further evaluated 
before ‘Catnomycin’ can be recommended for these patho- 
gens. 
ACTION—‘Catuomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.’ 
TOLERANCE—‘Carnomycin’ is generally well tolerated by 
most patients, 10.11 


CATHOMYCIN 


(Crystalline Sodium Novobiocin, Merck) SODIUM 


ABSORPTION. ‘Catuomycin’ is readily absorbed, and 


oral dosage produces significant blood and tissue levels 


which persist for at least 12 hours,” 


INDICATIONS: Clinically ‘Carnomycin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Staphy- 
lococcus and infections caused by susceptible strains of 
Proteus vulgaris. Also, it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate postoperative courses. 
DOSAGE: Four capsules (one gram) initially and then two 
capsules (500 mg.) twice daily. 

SUPPLIED: ‘CatHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
“CATHOMYCIN’ is @ trademark of Merck & Co., Inc. 


REFERENCES: Wallick, Harns, D.A., Reagan, M.A., Ruger, ML, amd Noodruff, 
Antibiotics Annual, 1955-1956, New York, Medical Encyelope. a. 156, 

rost, 4.M., Vahant, M.E., McClelland, L., Solororovsky, ML, aad Cuciler, 
A.C., Antibiotics Annual, 1955-1956, py. ILS. 
W.F., Miller, A.K., and West, M.K., Antibiotics Annwad, 1955-0954, 
pe. 924. 
Calif. 84.242, (April) 19506. 
Simon, H.J., MeCune, KR.M., Dineen, P.A.P., Rogers, D.E., Sled, 


2:205, (April) 1956 
Lubash, G., Van Der Meulen, J., Berntsen, C., Jr., Tompsere, R., 
2:233, (April) 1956. SS 
. Lin, F.-K., Coriell, L.L., Antib, Med., 2:268, (April) 1956. 


. Limson, 6.M., Romansky, N.J., Antib. Med., 2:277, (April) 1956). 
Nichols, » Finland, M., Antib, Med., 2:241, (April) 1956. 
Mullins, J F., Wilson, C.J., Antib. Med., 2:201, ani 1956. MERCK SHARP @ DOHME 
David, N.A., Burgner, Antib, Med., 2:219, (April) 1956, DIVISION OF MERCK CO., Ine 
Martin, W.J., Heilman, F.R., Nichols, D.R., Wellman, W.E., amd Cierac, PHILADELPHIA PA 
J.E., Ansib. Med., 2258, (April) 1956 
Milberg, Schwartz, R.D.. Silverstein, J.N., Antib. Med., Apr.) 
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Ls you could visit \ with a user of the Picker Anatomatic 


Century x-ray unit you'd soon know 

Me _* why this remarkable "new way in x-ray" 
machine has come so far so fast. 


He'd probably tell you first how incredibly easy it is to use 
(just dial the body part and set its thickness... 
then press the button). He might sigh with 
relief at having no charts to consult, no 
calculations to make (the anatomatic 
principle does all the tedious "figgerin" 
for you). 


He'd probably show you how good 
@ radiograph he gets every time 


He might even touch on the peace-of-mind 
that comes of having a local Picker 
office so near, with a trained Picker 
expert always on call for help and counsel 


and there'd be no mistaking 
the light in his eye when it 
falls on the handsome big-name 
unit whose fine appearance 
adds so much to the 
impressiveness of his office. 


P.S. Somewhere along the line the matter of price would 
come up ... he'd most likely comment on how little he paid 
to get so much. Or he might even be among those who rent 
their x-ray machine (Picker has an attractive rental plan, 
you know). 


P.P.S. Next best thing is to call your local Picker man in and 
let him tell you about this great new machine (find him in your 
‘phone book) or write Picker X-Ray Corporation, 25 South Broadway, 
White Plains, N. Y. 
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results are obtained 

with STERANE'—8 to 5 
times more active than 
hydrocortisone or cortisone. 


SREATHING 
capacity is greatly enhanced. 
“Relief of symptoms is more 
complete and maintained for 
longer periods with relatively 
small doses,’” 


BALA 


of minerals and fluids usually 
remains undisturbed. This 
proves ‘especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’” 


brand of prednisolone 


: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A.G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATO 
Division, Chas, Pfizer & Co., Inc. 
Brooklyn 6, New York 
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METRETON 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, MetneToNn 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- 
allergic and antipruritic effectiveness. supported by essential vitamin C=for stress 
support and for postulated effect on prolonging steroid action yy better corticosteroid 
original brand of prednisone...minimal electrolyte effects—Meticorten py betler anti- 
histamine “nexcelled in potency and freedom from side effects—Cutor-Trimeton 
effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritic 
and contact dermatoses. 


formula; Each tablet of Meraeton provides 2.5 mg. of Meticonten (prednisone), 2 mg. of Cuon-Taimeton 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied; Metneton Tablets, bottles of 30 and 100. 


2 

4 

a 

: 

| 


METRETON MATRETON 


METICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


quickly clears nasal passages + avoids rebound engorgement and i | 


sympathomimetic side effects + safe even for cardiacs, hyperten- 
sives, children, pregnant patients 
Compositions Contains 2 mg. (0.2%) Mericonretone acetate (prednisolone ace- 
tate) and 3 mg. (0.3%) of Curon-Trimeton gluconate (chlorprophenpyridamine Schering E 


gluconate) in each ce. 


Packaging: 15 ce. plastic “squeeze” bottle, box of 1. METRETON 
: Metaeton,* brand of corticoid - antihi ine compound; Mericonten,* brand of prednisone; TABLETS 

Mericonretone,® brand of prednisolone; Cuton-Taimeron,® brand of chlorprophenpyridamine Si, 

ont 

i preparations. *r.m. 
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for results you can trust.. 


patients’ reports you can rely on.. 


CLINITEST 


the urine-sugar test with the Laboratory-Controlled color scale 


-Clear- cut color changes 
in the clinically significant range 


, avoids trace reactions that confuse 
the clinical picture 


close correlation with quantitative tests 


AMES COMPANY, INC «+ ELKHART, INDIANA | 
Ames Company of Canada, Ltd., Toronto 
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XVII 


MERCK SHARP DOHME 


DIVISION OF MERCK & CO., INc. 


In name 
as well as 


in fact 


On August 1, 1956, Sharp & Dohme, the pharmaceutical and biological division of Merck & Co., Ine., 
adopts the name “Merck Sharp & Dohme” and a new trademark to reflect the teamwork which has 
already produced significant new medical products, « Developing modern medical products and making 
them widely available requires teamwork of the highest order in research, production, and distribution. 
The desire to achieve this unity of effort prompted the merger of Merck & Co., Inc., and Sharp & Dohme, 
Inc., three years ago. «Merck Sharp & Dohme—combining in name as well as in fact the traditions and 
experience of two time-honored leaders in the medicinal field—-offers bright promise for further advances 


in helping physicians conquer disease. 


MERCK SHARP & DOHME 
Pharmaceuticals + Biologicals 


Division of Merck & Co., Inc. 
Philadelphia 1, Pa. 
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KARO’ SYRUP ...meets the need 
for individualized infant formulas 


In meeting the nutritional needs of 
formula-fed infants, the methods used 
are dependent upon the digestive 
capacity and tolerance of each infant. 

But, whether the formula calls for 
sweet, acid, evaporated, dried or pro- 
tein milk—Karo syrup meets the need 
for a well-tolerated and easily di- 
gested source of carbohydrate. This 
fluid mixture of dextrins, maltose 
and dextrose is completely utilized 
without inducing flatulence, colic, 
fermentation or allergy. 

Either light or dark Karo may be 


used in prescribing formulas for in- 
fants because of equivalent digestive 
and nutritive values. Each fluid ounce 
(2 tablespoonfuls) yields 120 calories. 


Mothers will appreciate the ease of 
making formulas with Karo syrup... 
as well as its ready availability and 
economy. 


1906 + 50th ANNIVERSARY + 1956 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y, 


XVII — 

“ 
| 


The Importance of 


Rescinnamine in 


The Original Alseroxylon Fraction of India-Grown Rauwolfia Serpentina, Benth, 


The isolation of rescinnamine,' another potent alkaloid in Rauwolfia 
serpentina, has substantiated two important points: 


A—It discredits the erroneous opinion that reserpine is the sole 
active principle of Rauwolfia;* 


B—It helps to define the advantages of Rauwiloid, the alseroxy- 
lon fraction of Rauwolfia serpentina, which presents desirable 
alkaloids*® of the Rauwolfia plant (among them reserpine and 
rescinnamine) but is freed from undesirable alkaloids and the 


d dross of the crude root. 
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| Pharmacologic and clinical evaluation has shown rescinnamine to 
be similar to reserpine in antihypertensive activity, but to be con- 
siderably less sedative and much less apt to lead to lethargy and 
mental depression.‘ ° 


The interaction of reserpine, rescinnamine, and 
other contained alkaloids may well account for 
the balanced and desirable clinical behavior of 
Rauwiloid. 


The dosage of Rauwiloid is simple and defi- 
nite: Merely two 2 mg. tablets at bedtime. 
For maintenance, one tablet usually suffices. 
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Adequate Hospitalization 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed, Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion, This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—sq, essential to rehabilitation—-is 


assured, The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours, The White 


for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 
Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation, 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 


Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alferd, Atlante, Ge, 
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NOW AVAILABLE... 


a unique new antibiotic 
of major importance 
PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococei and proteus) 


RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystalline Sodium Novobiocin Mak) TU M 
SPECTRUM—most gram-positive and certain . 
gram-negative pathogens. 

ACTION—bactericidal in optimum concen- 

tration even to resistant strains. 


TOXICITY generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 

toses, septicemia, bacteremia, pneumonia 

and enteritis due to Staphylococcus and infec- 

tions involving certain strains of Proteus oul- 

garis, including strains resistant to all other 

antibiotics. 

DOSAGE—four capsules (one gram) initially 
and then two capsules (500 mg.) twice daily. 

MERCK SHARP & DOHME 


SUPPI (ED —250 mg. capsules of ‘CaTHomy- OF MERCK ECO. ine 
cin’, bottles of 16. PHILADELPHIA 1, PA 


‘CATHOMYCIN’ is a trademark of Merck & Co., Ine, 
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New (Iimension in the treatment of severe 


+ rapid control of allergic sneezing, lacrimation, nasal 
congestion; relief of pruritus, edema and erythema 


* up to 5 times more effective than oral hydrocortisone, 
milligram for miliigram 


narrows side effects Be 
* minimizes incidence of fluid and electrolyte disturbance 

dietary regulation usually unnecessary 
lengthens established gains 


|» permits a smoother, undisturbed regimen 
| «extends and maintains benefits to more patients 
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hay fever and other difficult allergies... 


(PREDNISONE ) 


for outstanding hormonal control 


with minimal electrolyte disturbances 


in hay fever and other respiratory allergies, 
contact dermatitis and allergic eczemas, 
drug and other allergic reactions, 
allergic and inflammatory eye disorders 


METICORTEN 


PREDNISONE 


METICORTEN,* brand of prednisone. *T.M. 


1, 2.5 and 5 mg. tablets wos 9086 
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‘Ergotrate Maleate’ 


(BRGONOVINE MALBATE, LILLY) 


+ + » produces rapid and sustained contraction of the postpartum uterus 


‘Ergotrate Maleate’ almost completely eliminates the in- 

cidence of postpartum hemorrhage due to uterine atony. 

Administered during the puerperium, ‘Ergotrate Maleate’ 

increases the rate, extent, and regularity of uterine invo- 

lution; decreases the amount and sanguineous character 

of the lochia; and decreases puerperal morbidity due to 
Supplied: uterine infection. 


Ampoules of posaGce: Generally, 0.2 to 0.4 mg. I.V. or I.M. immediately follow- 
0.2 mg. in 1 ce. ing delivery of placenta. Thereafter, 0.2 to 0.4 mg. three or four 
Tablets of 0.2 mg. times daily for two weeks. 


Osi 
é ARY 1876 + 1956 ELI LI D COMPANY 
COC ANNIVERS / I LILLY AND COMP. 
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Let’s Look at Blue Shield — Blue Cross 
and the Physician 


WARREN W. Furey, M.D. 


CHICAGO 


Blue Shield—Blue Cross—words so fa- 
miliar to all of us that we too often take 
them for granted. We seldom stop to realize 
how these plans have grown, in a relatively 
short time, from a very small idea to a large 
movement affecting a vast number of people. 


Origin and Growth 


As many probably know, the first hospital 
plan that preceded Blue Cross as we know 
it today was started by Dr. Justin Kimball, 
head of Baylor University Hospital, and a 
group of school teachers in Dallas, Texas, 
in 1929, only 26 years ago. 

The first medical-surgical plan which led 
to the Blue Shield movement was set up in 
California, in 1939—10 years after the be- 
ginning of the Dallas plan. This plan was 
known as the California Physician’s Ser- 
vice. It was sponsored and organized by 
doctors with the aim of helping their pa- 
tients in the low income brackets, many of 
whom seemingly lived from hand to mouth. 

Currently a total of 86 Blue Cross Plans 
with more than 50 million members dot the 
United States, Canada, and Puerto Rico. 
This number represents more people than 
now live in the entire country of France. 
In fact, almost anywhere you go—down a 
busy city thoroughfare or a quiet country 
lane—about every fourth person you meet is 
a member of some Blue Cross plan. 

More than 36 million people in the United 
States belong to Blue Shield. The plan with 
which I am associated in Illinois and both of 
your plans here in North Carolina are in- 
cluded in the 76 Blue Shield Plans across 
the country. These plans have been designed 
to help your patients and mine meet the in- 
creasing cost of medical, surgical, obstetric 


and other professional services, in an ex- 
panding medical economy. It might be 
pointed out that not infrequently the cost 
of medical care, as reflected in doctors’ 
charges, has been far behind the rapidly 
rising cost of many other things in our 
economy. That 36 million people now be- 
long to Blue Shield shows the growing 
economic importance of the plans to the 
public and to the physician. 

Blue Shield Plans have grown, like Topsy, 
to meet the different needs and ideas and 
customs of people in various parts of the 
country. Some of them, like those of Ohio, 
Indiana, and our Blue Shield Plan in Chi- 
cago, were started as indemnity plans—that 
is, they provided a specific dollar allowance 
toward the doctors’ bills for different types 
of services. Other plans, including yours in 
North Carolina, the California Physician's 
Service, and the Michigan Medical Service, 
started as service plans. For the most part 
the latter were founded on the ideal of pro- 
viding complete medical service to people 
within a certain income bracket, while pre- 
serving the physician's traditional right to 
charge his patients in the middle and higher 
income brackets his usual fees. 


Union-Management Plans 


One of the problems with many national 
union-management attempts to provide 
health services for employees is that the 
benefits as selected by the union and man- 
agement representatives have, at times, been 
much below the standard schedule being 


offered to most Blue Cross-Blue Shield sub- 
scribers in a given area. These discrepancies 
may be due to efforts to keep the cost of 
membership down, to lack of knowledge, or 


i 
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to an inadequate yardstick as to what con- 
stitutes a proper Blue Shield contract. 

This situation, of course, makes it not 
only difficult but nearly impossible for local 
plans, at the local level, to offer a contract 
which does not meet the local minimum 
schedule of benefits. 

In addition, there is a tendency to offer 
limited Blue Shield coverage such as surgi- 
cal benefits only, medical benefits only, or a 
combination of these services with obstet- 
rics. Too frequently omitted are some neces- 
sary and important services such as anesthes- 
iology, pathology, and radiology. In _in- 
stances where the Blue Cross Plan includes 
these services, friction is aggravated. Mis- 
understandings between physician and hos- 
pital as to what constitutes the practice of 
medicine are created and there is the desire 
on the part of some hospitals to hire doctors 
for whose services the hospitals do the 
billing—with, of course, profit to the hos- 
pital. 

This situation led to the recent court ac- 
tion in Iowa, which pointed up the necessity 
not only in anesthesiology, pathology, radiol- 
ogy, and other specialties, but in all fields of 
medicine... of a united effort to uphold the 


right of doctors, and only doctors, to practice 
medicine against the many, including gov- 
ernment, who, now and again, seek to inter- 
vene, a development which of course could, 
and perhaps would, lead eventually to the 
socialization of medicine. 


Protecting Physician Control 


There are ways to assure physician contro! 
of medicine in insurance plans. I would like 
to cite one effort which grew out of attempts 
by the national commissions of Blue Cross 
and Blue Shield to prepare a standard con- 
tract for enrollment of national accounts. 

After carefully studying the proposed na- 
tional program, our Blue Shield Plan, recog- 
nizing certain shortcomings and attempting 
to correct and improve the proposal, offered 
the following amendment: 


With the American Medical Association 
and many other medical associations, the 
Board of Trustees of Illinois Medical 
Service believes that anesthesia, pathology, 
psychiatry, and radiology (along with any 
and all other aspects of health care that 
require the direction of a physician in diag- 
nosis or treatment) constitute the practice 
of medicine. 

We further agree with the American 
College of Surgeons and the American 
Academy of General Practice which have 
recommended that each physician who par- 
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ticipates in the care of a patient should be 
identified to such patient in the billing for 
his services, 


Moreover, it is the considered judgment 
of the Board of Trustees of Illinois Medical 
Service that whenever professional services 
become the basis upon which insurance 
benefits are payable, such benefits should be 
classified as professional benefits and pre- 
ferably >a be provided within the terms 
of a professional benefit contract. As an 
alternative, when medical benefits are in- 
cluded in a contract providing primarily 
hospital expense benefits, such medical bene- 
fits shall nevertheless be qualified as pro- 
fessional medical benefits. 


Finally, the Board of Trustees of Illinois 
Medical Service does not believe that in- 
surance contracts should influence the evo- 
lution of the patterns of medical and hos- 
pital care, or the conditions under which 
medicine shall be practiced. 

For these reasons, the Board of Trustees 
of Illinois Medical Service strongly urges 
that in any instance where a Blue Cross 
offering to a national account includes pro- 
fessional medical benefits in the subscriber’s 
certificate then such professional benefits 
shall be included in the Blue Shield sub- 
scriber’s certificate under this proposal. 


We suggest that one way to effect this 
desirable end is to amend the “Scope of 
Benefits” to read as follows: 


In each of the two programs outlined 
above (this means either indemnity or 
service) the following segments must be 
Offered By Individual Plans, and when- 
ever any or all such segments are included 
in a hospitalization contract currently 
offered to a purchaser, then such segment 
of segments must be included in the Blue 
Shield contract available to such pur- 
chaser, 


The Blue Shield Commission approved 
this action in Boston last November. There 
is no reason, given a spirit of cooperation 
and an honest desire to see medical care 
properly under the control of physicians, why 
this proposal, accepted by the Blue Shield 
Commission on a national level, cannot be 
applied locally. Friction, misunderstandings 
and acid debates would be reduced, and cer- 
tainly doctors would be more confident about 
the eventual goals of some hospital repre- 
sentatives. 


Dealing with Current Trends 


Since World War I we have seen the rise 
of communism, socialism, and general world 
unrest. Elsewhere, we have seen govern- 
ments exploit the common man, leading him 
to revolt. We have seen governments foster 
the movement to help socialize their own 
political parties and the effort to communize 
the world. We have seen some in our own 
government who would woo the common 
man, with suggestions to coddle him from 
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the cradle to the grave. We have heard glow- 
ing promises of what the government could 
do for us, with privileges described as bigger 
and better than those our parents and grand- 
parents enjoyed. 

Many leaders of medicine are ever alert 
to trends that could lead to the socialization 
of the profession. Many of us, however, 
believe that we in America are fortunate to 
have Blue Shield and Blue Cross as the stop- 
gap against the socialization of hospitai and 
medical care. 

On the other hand, doctors might maintain 
a certain skepticism regarding these insur- 
ance organizations and their exact role in 
medical care. For they, like government, 
may grow so big and all-enveloping that 
the physician may waken some dark morning 
to discover that he is no longer working for 
his patient but for the gigantic insurance 
program created by himself. 

There are areas of medical care in which 
efforts must be made to prevent Blue Cross 
and Blue Shield from being so distorted that 
government intervention will appear to be 
the only solution. As physicians we have 
more than a passing interest in the situation. 
It is our responsibility to avoid misuse of 
Blue Cross and Blue Shield services which 
might well lead to dues too high for the 
average person to carry. 

We also share the responsibility of guiding 
the programs of Blue Cross and Blue Shield 
to serve our patients more efficiently and to 
make sure that all phases of medicine are 
fairly represented in the benefits. 

Another problem, over and above the 
“fair” representation of various branches 
of medicine, is the degree to which patients 
are being driven. Are certain insurance 
contracts so written that the patient is un- 
necessarily forced to go to the hospital? Are 
there subterfuges currently in vogue which 
find patients in hospitals, not because they 
need hospitalization, but because their diag- 
nostic tests are covered by hospital insur- 
ance? 

I am suggesting here some corrective meas- 
ures, with controls to avoid abuse, whereby 
office practice can be brought more equitably 
into the insurance picture and where unfair 
competition, sometimes set up between hos- 
pital and office through the language of in- 
surance, can be circumvented. This, gentle- 
men, is a plea for some healthy free enter- 
prise. 
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Achieving a Uniform Program 

One of the big problems Blue Shield and 
Blue Cross must solve, if they are to survive, 
is that of a uniform national program. Work- 
ing together, Blue Cross and Blue Shield 
have endeavored to develop a pattern for 
enrollment of national accounts. A special 
committee on National Enrollment was ap- 
pointed by the Blue Shield Commission, na- 
tional coordinating body of all Blue Shield 
plans. It has tried hard to find a common 
ground on which to build a national program. 
One of these efforts has been mentioned be- 
fore. 

There are, of course, other problems: Be- 
cause union representatives must not dis- 
criminate among their constituents, and 
because management representatives lean 
toward uniformity for plants located in dif- 
ferent sections of the country, most union- 
management agreements spell out in detail 
the exact medical and hospital care benefits 
to be provided. This procedure puts Blue 
Cross and Blue Shield at a disadvantage, 
because there is, as yet, no uniform nation- 
wide Blue Cross or Blue Shield contract. 
Every Blue Cross Pian and every Blue Shield 
Plan has been set up to serve the needs of the 
community in which it operates—with the 
result that uniformity of benefits is the 
exception rather than the rule, 

To overcome the lack of uniformity Blue 
Cross Plans established Health Service, Inc., 
in 1949, and Blue Shield Plans established 
Medical Indemnity of America in 1950. Al- 
though organized on a non-profit basis, both 
of these agencies are stock insurance com- 
panies, 

When these two national bodies were es- 
tablished, it was generally believed that na- 
tional accounts wanted more benefits for 
medical and hospital care than many local 
Blue Cross and Blue Shield plans were set 
up to provide. These two agencies were es- 
tablished, therefore, to insure excess cover- 
age in areas where local benefits were not 
broad enough to satisfy a national account, 
and also to provide coverage in areas not 
served by local plans. 

Contrary to expectations, union manage- 
ment agreements affecting large numbers of 
employees in different areas only occasionally 
called for coverage equivalent to the best 
Blue Cross and Blue Shield benefits available 
in these areas. 

As an answer to this problem, the National 
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Enrollment Committees of Blue Cross and 
Blue Shield have come up with a proposal 
for minimizing the differences resulting from 
attempts to provide uniform service and in- 
demnity contracts. Under this proposal Blue 
Shield plans offering service benefits will 
offer a high income limit program and a low 
limit program. Basically, the idea is that 
each service plan will write two contracts: 
one for families with incomes ranging from 
$3,000 to $4,000, and another, costing slight- 
ly more, for people with incomes up to $6,- 
000. The latter will provide a schedule of 
benefits which physicians may be willing to 
accept in payment for services to people in 
the higher income bracket. Some of us see 
a danger of service plans usurping the tra- 
ditional right of the physician to set his own 
fees. In some measure, however, this right 
is preserved by allowing the physician to 
charge whatever additional fees ordinarily 
would be charged for such services—that is, 
for patients with incomes above $6,000. 

The really difficult nut to crack is the de- 
termination of a schedule for indemnity 
plans which will, in effect, match the fees 
that doctors would ordinarily charge for 
service to people in the same brackets. The 
national committee has proposed an indem- 
nity insurance contract that provides a $300 
schedule of benefits, with a top fee of $300 
for certain services. This closely parallels 
the contract of the service plans and will be 
reasonable to offer on a national contract... 
where a national employer, or union, or the 
federal government wishes to secure uniform 
benefits for its people across the nation. 

In the nine years of my efforts with our 
Blue Shield Plan... this is the best answer 
I have seen. Let us hope that it works. 


Other Problems 

Other areas of friction between Blue Cross 
and Blue Shield Plans, and between Plans 
in each category are many and varied. 
Geo-economic problems 

For example ... geographic problems vary 
from locality to locality. This explains the 
desire to keep local plans and their local bene- 
fits on a city-to-city, county-to-county, or 
state-to-state basis—whichever meets the 
local problems best. This is particularly 
true of Blue Shield Plans ... where service 
benefits or schedules of allowances have been 
developed locally to serve their own best 


purposes, 
In some areas of southern Illinois, for 
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example, where incomes are low and are 
affected by drought and unfavorable em- 
ployment conditions, there are physicians 
who still charge $1 for office calls. There are 
hospitals where a private room can still be 
had for $8 a day. However, these areas are 
fast disappearing. There are also doctors 
working in a few small town hospitals where 
the fee for delivering a baby is still consider- 
ably less than the $60 Blue Shield pays for 
a normal delivery and the $100 for a cesarean 
section. Illinois membership dues _ reflect 
these payments. In paying more than the 
fees charged by doctors in any particular 
locality, therefore, we are, in a sense, helping 
to raise the cost of medical care. In other 
areas, because our fees are far below what 
many physicians charge people of a higher 
income level, our critics fear that we are 
pushing the doctors’ charges down and thus 
are attempting to set fees, 

One of the threats cited by opponents of 
major medical plans is that such plans will 
push the cost of medical care right out of 
the book in some cases. In all of these in- 
stances there are dangers in all directions. 
That is why it is up to every physician to 
help guide the plans in establishing schedules 
that are realistic; in making sure that doc- 
tors are adequately compensated for services, 
and in making sure that doctors continue 
to exercise their time-honored privilege of 
setting their own fees. 


Duplication of plans 


Competitive situations in certain areas 
also add to the frictions and problems beset- 
ting Blue Shield and Blue Cross Plans. It is 
confusing to the public generally, to mem- 
bers, and to doctors to have more than one 
plan bearing the same Blue Shield or Blue 
Cross insignia and actively competing for 
members in a given area. North Carolina, 
I understand, has two Blue Cross Plans and 
one Blue Shield Plan, and one of your Blue 
Cross Plans offers a medical-surgical plan 
with benefits similar to those of Blue Shield. 
Illinois has four Blue Shield Plans, of which 
two are in active competition in a large num- 
ber of counties. At the same time we have 
two Blue Cross Plans that are actively com- 
peting for members outside of the Chicago 
area. The reason for all this goes back to 
the fact that originally a number of inde- 
pendent plans sprang up in several different 
large city areas. Later some of these merged 
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to form our companion Blue Cross Plan in 
Chicago, and we expanded with them to 
encompass most of the counties in the state. 
However, there still remain some of the 
smaller plans which, in order to hold down 
operating expenses, have also extended their 
territory. We now have a somewhat awk- 
ward competitive situation in some areas, 
which tends to aggravate the discord in hos- 
pital and physician relations. 


Miscellaneous 


Bringing problems into the light of day 
sometimes helps to alleviate what may seem 
like almost impossible situations. This has 
been true to some extent in hospital-physi- 
cian relations. While | would not recommend 
that all of us take our problems into courts 
of law for settlement, nevertheless I believe 
that much good has come out of the lowa 
dispute. In the first place, it has awakened 
physicians generally, outside of the special- 
ties affected, to the fact that hospitals in 
some cases have been controlling some as- 
pects of medical practice. It is heartwarming 
to see how the Iowa Medical Society—rep- 
resenting all the physicians in lowa—came 
to the forefront and helped financially as 
well as morally and spiritually in bringing 
to light the different problems at stake. 

These situations are reflections of the 
trends and problems that face everyone con- 
cerned with the practice of medicine. They 
serve to point up and reflect facts that we as 
doctors need to face: not only hospitals but 
other agencies including the federal govern- 
ment, whether under a Republican or Demo- 
cratic administration, are interested in all 
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phases of medical practice and have in one 
way or another at times attempted to inter- 
vene. 


Conclusion 

Blue Cross and Blue Shield have made 
remarkable progress. Their service to the 
American public has been such that others 
have followed the pattern they established. 
Physicians and hospitals can be proud of 
their part in the success of this movement. 
With all the progress that has been made, 
it should be remembered that Blue Cross and 
Blue Shield, while outstanding in this field, 
are not perfect. There is need for work and 
it is up to us to do it. 

Thus we face a kaleidoscope of changing 
trends and problems, one in which the medi- 
‘al profession and the high ideals on which 
it stands are sometimes threatened. There- 
fore, with renewed determination we must 
fight to preserve the high ideals of service 
which doctors have held through the ages. 
We must keep pace with modern scientific 
progress in our professions, and, if we are 
to achieve our destiny as physicians, we 
must seek to remain free individuals, work- 
ing in a free economy. We must not become 
public minions who, for a salary, see so 
many people and perform so many opera- 
tions. 

Physicians share with Blue Cross and Blue 
Shield the responsibility of guiding their 
program toward ends that will be of greatest 
benefit to our patients, our community, and 
our nation; of keeping the practice of medi- 
cine free in the fullest sense, and of keeping 
our beloved country always a land of free 
enterprise and opportunity. 


1956. 


The manner in which the National Health Service was introduced 
was unfortunate. It was heralded as a free service in such a way as to 
lead to irresponsible demands, not only for time-absorbing service, but 
as something which the patients’ weekly contribution entitled them to 
receive on demand. The development of this “entitlement”? complex led to 
full surgeries and high prescription rates. This made it more difficult 
to give that extra time which modern medical science requires. The erro- 
neous belief of many patients that their insurance contributions pay for 
the whole of the benefits of the Health Service has altered their attitude 
to the whole profession and made them more prone to be litigious, al- 
though, of course, the free legal side scheme has greatly encouraged this. 
—Hall, A.: The State of General Practice Today, Brit. M.J. 2:4984 (July) 
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Newer Developments in the Etiology and Treatment 


of Atherosclerosis 
HARVEY ESTEs, JRr., M.D. 
DURHAM 


Recent years have seen a distinct change 
in the prevailing attitude toward atheroscle- 
rosis. This disease was once thought to be 
related to aging, and consequently inevitable. 
It is now considered a metabolic disorder, 
perhaps accentuated by certain factors in 
our mode of living, which is potentially pre- 
ventable and even reversible. This change 


in outlook has resulted in a tremendous re- 
search effort directed toward clarifying the 
disorder, and especially toward elucidating 
those factors in our way of life which might 
produce or accentuate it. 


Etiology 
Metabolic factors 

At present a considerable body of evidence 
supports the view that atherosclerosis is 
primarily the result of a disorder of lipid 
metabolism : 

1. It has been known for a great many 
years that cholesterol is the major component 
of the atheromatous lesion. More recently 
it has been shown that the lipid pattern of 
the early atheroma is similar to that of the 
blood, suggesting that the atheroma fat is 
derived from fat in the blood’. There is 
evidence that the aorta, as well as most other 
tissues, is capable of synthesizing cholesterol 
locally”. The relative importance of this 
mechanism is not known. 

2. Induction of hypercholesterolemia in the 
experimental animal produces atherosclerotic 
lesions grossly and microscopically similar 
to those seen in the human disease. This 
effect, first demonstrated in the rabbit, has 
now been demonstrated in all the usual 
laboratory animals. 

3. Hypercholesterolemia such as is seen 
in nephrosis, hypothyroidism, and familial 
xanthomatosis is accompanied by increased 
atherosclerosis in humans", 

4. As a group, individuals with atheroscle- 
rosis show a higher level of blood cholesterol 
than do normal individuals. This is not a 
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striking difference, the “overlap” being large. 
It has been pointed out that the “normal” 
cholesterol in this country may actually be 
a relative hypercholesterolemia in contrast 
with that of other nationalities or races, and 
might partially obscure the difference be- 
tween these groups. 

Because of the relatively undramatic dif- 
ferences in cholesterol] levels, it was logical 
to seek other lipid components which might 
more clearly differentiate the normal from 
the atherosclerotic group. The cholesterol- 
phospholipid ratio has been found to be dis- 
turbed in patients with coronary heart di- 
sease’’’, Others have found that specific lipo- 
proteins, such as beta lipoprotein as seen on 
electrophoretic studies’ and SF 12-100 lipo- 
proteins as seen on ultracentrifugation stu- 
dies’, are increased in atherosclerotic in- 
dividuals. 

At present there is no clear evidence that 
any one of these more subtle measurements 
of blood lipid components is more useful than 
any other in distinguishing the atherosclero- 
tic from the normal individual, and no clear 
evidence that any of these measurements are 
superior in this regard to a simple measure 
of serum total cholesterol. 


Consumption of fat 

Of more immediate interest perhaps is the 
evidence that these abnormalities in lipid 
or cholesterol metabolism might be related 
to or even caused by factors in our way of 
living: 

1. The level of cholesterol, beta lipopro- 
tein, and the SF 12-20 ultracentrifugal frac- 
tions can be reduced by reduction in the 
percentage of dietary calories derived from 
fats’. The cholesterol content of the diet 
has no effect on these levels. 

2. Populations known to have relatively 
little coronary heart disease are character- 
ized by a low consumption of fat, generally 
less than 20 per cent of the total calories 
consumed in contrast to the American level 
of 40 per cent’. The average level of serum 
total cholesterol is also lower in these popula- 
tions than that observed in the United States. 
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3. The percentage of total dietary calories 
derived from fat increased steadily in the 
United States from 1910 to 1950. During 
this same period there has been a steady in- 
crease in the incidence of degenerative heart 
disease in this country which cannot be ex- 
plained by the aging of the population”. 

4. Several comparisons of the same popu- 
lation group in times of dietary plenty and 
in times of relative dietary lack’) have been 
made. These studies have shown a striking 
decrease in mortality from atherosclerotic 
diseases during the periods of dietary lack, 
with a corresponding rise after this period 
has passed. 

Thus there is evidence that a disturbance 
in lipid and/or cholesterol metabolism exists 
in atherosclerotic individuals. There is evi- 
dence, in whole population groups, of a rela- 
tionship between the diet and the level of 
blood lipid and/or cholesterol, and between 
the diet and the incidence of diseases related 
to atherosclerosis. The intake of dietary fat, 
not cholesterol, seems to be the most im- 
portant factor. 


Other factors 

It should be pointed out that factors other 
than dietary or nutritional have been im- 
plicated in the production of atherosclerosis. 
Muscular activity, hormonal patterns, here- 
ditary factors, occupational factors, and local 
vascular factors are all felt to play a role, 
probably in conjunction with diet. There is 
almost certainly an interplay between these 
various factors in the individual patient, and, 
though dietary factors seem more important 
at the moment, further information might 
drastically change this concept. 


Management 


Of particular importance to the practicing 
physician are the implications of such evi- 
dence with regard to the handling of patients 
with diseases due to atherosclerosis. Is there 
evidence that restriction of dietary fat will 
reverse or even favorably influence the course 
of such diseases? There is one fact which 
prevents the ready accumulation of such 
data. There is no reliable measure of the 
presence or of the degree of atherosclerosis 
in a given individual. Such data must be 
based on comparisons of survival times of 
treated and untreated groups. These studies, 
to be valid statistically, require five to ten 
years for completion. Only one such study 
is available at the present time. Others are 
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in progress. Morrison’ has followeda 
group of 100 patients with coronary throm- 
bosis and myocardial infarction over a period 
of eight years. One-half were maintained on 
their pre-infarct diet; the other half were 
placed on a low fat, low cholesterol diet. The 
survival rate for the non-treated group was 
24 per cent, for the treated group, 56 per 
cent. The low fat, low cholesterol diet re- 
sulted in significant weight loss; therefore 
the relative value of fat restriction and 
weight reduction could not be evaluated. 

It is felt that present evidence is sufficient 
to justify the use of a low fat diet in the 
treatment of patients with coronary heart 
disease and other atherogenic diseases, Such 
a diet, limiting fat intake to 25 to 30 Gm. per 
day, has been found to be well tolerated by 
the patient, especially when the basis for 
its use is explained. Its use is almost invar- 
iably accompanied by significant weight re- 
duction. 

The high incidence of coronary heart di- 
sease in this country raises the question as to 
whether a permanent, but perhaps less dras- 
tic, reduction in the level of dietary fat 
should be advised for the population as a 
whole. This would involve retraining a whole 
generation of cooks, rewriting hundreds of 
cook books, and even more, retraining the 
tastes of the whole population; yet the tre- 
mendous toll of the atherosclerotic diseases 
makes such an endeavor worthy of serious 
consideration. 


Summary 

Atherosclerosis is a disease associated with 
a disturbed metabolism of lipid and/or chol- 
esterol. There is evidence that dietary fac- 
tors play an important role in its develop- 
ment. Many other factors also play a role. 
Present evidence is felt to justify the inclu- 
sion of a low fat diet in the therapeutic pro- 
gram of the patient with any of the atheros- 
clerotic diseases. A prophylactic, less drastic 
reduction in the level of fat intake for the 
population as a whole is felt to be worthy of 
serious consideration. 
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Selection of Patients for Mitral Commissurotomy 
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There is now conclusive proof’) that the 
majority of patients with disabling mitral 
stenosis, when properly selected, will bene- 
fit from mitral commissurotomy. The pur- 


pose of this paper is to emphasize factors 
which must be carefully weighed before a 
decision as to surgery is reached. 


Criteria 
In evaluating a patient for mitral 
commissurotomy, two absolutely essential 
criteria must be met: (1) evidence that 
mitral stenosis is present, and (2) evidence 
of progressing disability. 
Evidence of mitral stenosis 
In most instances the stethoscope will 
provide ample evidence of mitral stenosis. 
The characteristic murmur is usually heard 
best at the mitral area, and with the use of 
the bell rather than the diaphragm of the 
stethoscope. Characteristically, the murmur 
is rumbling, low pitched, and diastolic in 
time. It may, however, be presystolic, mid- 
diastolic or protodiastolic, or it may ac- 
tually be audible throughout diastole. Al- 
though the murmur will be heard in the 
great majority of patients, it is generally 
recognized that advanced mitral stenosis 
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is sometimes present when no murmur is 
audible. 

Accessory physical signs which are use- 
ful in suggesting mitral stenosis are: (1) 
an opening snap of the mitral valve, (2) 
accentuation of the first heart sound, and 
(3) accentuation of the heart sound in the 
pulmonic area. 


Progressive disability 

Equally as important as the correct diag- 
nosis is unequivocal evidence of progressing 
disability. Progressive contraction of the 
mitral valve with narrowing of the mitral 
orifice produces the signs and symptoms of 
pulmonary embarrassment. Mechanical ob- 
struction to the free passage of blood from 
the left atrium to the left ventricle results 
in pooling of blood in the pulmonary circuit. 

Evidence of such progression is best ob- 
tained through a very careful and pointed 
history. Repeated bouts of pulmonary 
edema, hemoptysis, or inability to perform 
routine daily tasks are irrefutable indica- 
tions of pronounced pulmonary congestion. 
Navigation of steps or inclines may make 
excessive demands on the patient’s pulmon- 
ary reserve. Women patients may complain 
that the simplest of household duties, such 
as sweeping, dishwashing, and bed-making, 
are unduly time-consuming because of fre- 
quent pauses brought on by breathlessness. 
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The correct diagnosis of mitral stenosis 
and a history of progressing disability are 
fundamental considerations in the evalua- 
tion of a patient for mitral commissuro- 
tomy. However, there are many other 
variables that must be cautiously weighed. 


Factors To Be Considered in Pure 
Mitral Stenosis 


Functional classification 

Assuming the presence of pure mitral 
stenosis, at what functional stage is the 
recommendation of surgery justified? Em- 
ploying the generally accepted New York 
Heart Association classification*'*', surgery 
has been most rewarding in the Class II 
plus and Class III patients. The natural 
course of mitral stenosis is much too vari- 
uble and the risk of surgery too great for 
one to advise or consider prophylactic com- 
missurotomy in the Class I patient. On the 
other hand, even though the risk of surgery 
is greatly increased in the Class IV patient 
(reported as 25 to 30 per cent), Ellis and 
Harken''"’ have shown that, even in this 
group, surgery is not as dangerous as con- 
tinuation of medical treatment alone. 


Age 


In an early article, Bland” stated that 
benefit from surgery is rare in patients 50 
years old and older. Recent reports ‘'"*’ in- 
dicate that within a given functional classi- 


fication there is no significant difference 
in the surgical mortality between these and 
those under 50 years of age. On the other 
hand, one must be extremely wary with re- 
gard to patients under 20 years of age. 
When a patient in this age group is suffi- 
ciently incapacitated to require surgery, the 
presence of active rheumatic carditis is 
common. 


Atrial fibrillation 

Harken and Ellis’s review of their first 
500 patients''’) emphasizes that in patients 
with atrial fibrillation their surgical mor- 
tality was approximately three times 


*Class I: Patients with a cardiac disorder without limita- 
tion of physical activity. Ordinary physical activity causes no 
diseomfort. 

Class II: 
moderate limitation of physical 
activity causes discomfort. 

Class III: Patients with a cardiac disorder with moderate 
to great limitation Less than ordinary 
physical activity causes discomfort. 

Class IV: Patients with a cardiac disorder unable to carry 
on any physical activity without discomfort. 


Patients with a cardiac disorder with slight to 
activity. Ordinary physical 


of physical activity. 
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greater than in individuals with normal 
sinus rhythm. Many of the patients with 
atrial fibrillation were in Class IV _ func- 
tionally, but this does not disprove the fact 
that fibrillation increases surgical risk. The 
incidence of embolic phenomena is approxi- 
mately doubled by the presence of atrial 
fibrillation. This is not, however, a con- 
traindication to surgery. Furthermore, it is 
erroneous to attempt to revert patients with 
atrial fibrillation to normal sinus rhythm 
prior to surgery, as it has proved impossible 
to predict which patients will fibrillate fol- 
lowing surgery. 


Embolization prior to surgery 

Evidence from Ellis and Harken's ex- 
perience''"’ indicates that embolism prior 
to surgery definitely increases threefold or 
more the hazard of an embolic episode at 
the time of surgery. It is noteworthy, how- 
ever, regardless of whether atrial fibrilla- 
tion is present, that surgery reduces the 
incidence of subsequent emboli by approxi- 
mately 90 per cent''"', Removal of the atrial 
appendage as a site for thrombus formation, 
as well as the decreased atrial stasis re- 
sulting from a larger valve opening, may 
both be important factors in explaining this 
difference. 


Calcification of the mitral valve 

Gagnon''’ described calcification of vary- 
ing degrees in one third of the patients in 
his review. This incidence is somewhat 
higher than that generally encountered, 
but supports the contention that calcification 
of the mitral valve is not uncommon. Al- 
though its presence increases the danger of 
emboli during surgery and the technical 
difficulties of the procedure, it has little 
influence on the decision as to whether sur- 
gery is warranted. Rarely, the fluoroscopic 
finding of mitral valve calcification will 
make the diagnosis of mitral stenosis cer- 
tain, even though the classical clinical 
stigmata are absent. 


Pregnancy 

A number of successful commissurotom- 
ies have been done during pregnancy’, but 
this is not the ideal time for the procedure. 
The physiologic changes of pregnancy— 
namely, increased oxygen consumption, in- 
creased cardiac output, and hypervolemia 
—aggravate the problems of mitral steno- 
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Pregnancy will often increase the 


sis. 
patient’s functional classification by at least 
a grade’, and it is not uncommon for the 
diagnosis of mitral stenosis to be made 
for the first time during pregnancy. This 
change in functional ability is not perman- 
ent, however, and once pregnancy is termi- 


nated, reversion to previous functional 
ability is usual. Furthermore, the frequent 
finding of physiologic murmurs during 
pregnancy makes the evaluation of the de- 
gree of mitral regurgitation most difficult. 
Another important reason for preferring to 
avoid surgery during pregnancy is that 
many of the benefits from commissurotomy 
are not immediate, but appear over a per- 
iod of weeks and months, 

If cardiac failure appears in the first 
trimester, a therapeutic abortion is prefer- 
able to mitral surgery except under the most 
unusual extenuating circumstances. How- 
ever, for the patient who has passed the 
fourth month of pregnancy and has not 
passed the period of maximal hypervolemia, 
commissurotomy is more desirable than 
hysterotomy and should be done if the sit- 
uation is grave. 


Mitral Regurgitation 


of some mitral insuffi- 
ciency with mitral stenosis is common. 
Bland and Jones'"’ found an incidence of 
mitral valve involvement in rheumatic cardi- 
tis of 98 per cent. Of these patients, only 
11.7 per cent were classified clinically as 
having “pure” mitral stenosis, while 75 per 
cent had both mitral stenosis and mitral 
insufficiency. 

The degree of mitral insufficiency is often 
difficult to assess, In the presence of a grade 
3 plus or greater (on a scale of 6) apical 
systolic murmur which radiates widely to 
the left axilla and posteriorly, one must 
admit the presence of significant mitral in- 
sufficiency. Furthermore, if a patient pre- 
sents no evidence of hypertension or aortic 
valvular disease but is found by electro- 
cardiography to have left axis deviation, 
and by x-ray and/or electrocardiography to 
have left ventricular hypertrophy, the pres- 
ence of considerable mitral insufficiency 
cannot be denied. 

The finding of a systolic pulsation in the 
left atrial region on fluoroscopic examina- 
tion is also valuable in detecting the pres- 


The association 
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ence of mitral regurgitation. When seen, 
this usually denotes a considerable degree 
of regurgitation. Angiocardiography and 
cardiac catheterization likewise can fre- 
quently aid in demonstrating the presence 
of mitral regurgitation. The homogeneous 
mixture of dye in both the left atrium and 
left ventricle on angiocardiography or the 
finding of a large pulsatile component coin- 
ciding with ventricular systole in the pul- 
monary “capillary” pressure tracing at 
cardiac catheterization is supporting evi- 
dence of significant regurgitation. Although 
all these signs are helpful in detecting mi- 
trai insufficiency none are absolute criteria 
in assessing its degree. 


The concern for properly evaluating the 
presence and degree of regurgitation stems 
from surgical experience. Where mitral 
insufficiency has inadvertently been created 
at the time of commissurotomy, progressive 
heart failure has frequently resulted. 

Mitral stenosis can now be effectively 
handled surgically. The surgical procedures 
for mitral insufficiency are not yet satis- 
factorily established. 


Other valvular disease 


Aortic regurgitation 

Approximately 42 per cent of patients 
with rheumatic mitral valvulitis have been 
found to have some degree of aortic regur- 
gitation''’. The degree of aortic insuffi- 
ciency varies widely, however, and _ its 
significance is somewhat more easily as- 
sessed. The presence of a_ high-pitched, 
decrescendo, diastolic murmur in the second 
or third left intercostal space at the sternal 
border is not sufficient evidence on which 
to base a diagnosis of aortic insufficiency. 
On the other hand, this sign together with 
a widened peripheral pulse pressure, water- 
hammer pulse, and “pistol shot’? sound over 
the femoral artery is diagnostic of signifi- 
cant aortic insufficiency. Procedures for the 
correction of aortic regurgitation are still 
undergoing change, and at present signif- 
icant aortic insufficiency is a contraindica- 
tion to mitral commissurotomy unless the 
surgeon is prepared to correct the aortic 
valvular lesion also. 


Aortic stenosis 


Aortic stenosis was formerly considered 
a contraindication to 


mitral commissuro- 
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tomy. More recently an adequate procedure 
for correcting this condition has been de- 
vised'*’, and the hazard of mitral commis- 
surotomy in the presence of unrecognized 
aortic stenosis is no longer so great. The 
murmur of aortic stenosis may be masked 
in the presence of mitral stenosis because of 
the decreased cardiac output which accom- 
panies mitral narrowing. Following mitral 
commissurotomy the ascending aorta should 
be palpated for the presence of a systolic 
thrill. If a thrill is present, aortic commis- 
surotomy should be considered at the time. 
The final decision should depend on direct 
pressure analysis while the chest is open'*’. 


Contraindications 
There are only two absolute contraindica- 
tions to commissurotomy: (1) active rheu- 
matic carditis and (2) subacute bacterial 
endocarditis. 
Active rheumatic carditis 


The greatest difficulty in evaluating 


patients for commissurotomy stems from 
the lack of a specific test for active rheuma- 
tic fever. One must consider the complete 
gamut of signs, symptoms, and laboratory 
procedures. After considering all these, in- 


cluding C-reactive protein, antistreptolysin 
titer, sedimentation rate, leukocyte and 
differential counts, one cannot always say 
with certainty whether rheumatic activity 
is present. If the evidence suggests the 
presence of an active process, surgery should 
be delayed until there no longer is evidence 
of activity. Surgery in the presence of 
rheumatic activity is almost always disap- 
pointing. Not only is there the danger of 
aggravating the active process, but also the 
danger of subsequent recurrence of mitral 
stenosis. 


Subacute bacterial endocarditis 

The diagnosis of subacute bacterial endo- 
carditis, like active rheumatic carditis, is 
not always easy to make. The most astute 
diagnostician must frequently utilize his 
total abilities in addition to adequate labora- 
tory facilities. 

In the presence of untreated subacute 
bacterial endocarditis there is imminent 
danger of dislodgement of a _ verrucous 
growth from the valve leaflet. Such a ver- 
rucous embolus, frequently septic, would 
easily be dislodged during mitral valve 
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surgery. For this reason 
treated subacute bacterial 
considered a contraindication to commis- 
Adequately treated sub- 
acute bacterial endocarditis, on the other 
hand, is not a contraindication to surgery. 


The Post-Commissurotomy Syndrome 


A rather frequent and puzzling compli- 
cation of mitral commissurotomy is the so- 
called “post-commissurotomy syndrome.” 
The incidence of this complication has 
varied widely, ranging from as low as 10 
per cent to as high as 62 per cent''®''. It 
has been reported as early as 10 days and 
as late as 14 months postoperatively. There 
has, as yet, been no generally accepted 
etiologic explanation of the symptoms, 
Fever and chest pain are the most common. 
The most frequently noted laboratory find- 
ings are leukocytosis and a positive C-reac- 
tive protein. No definite correlation between 
the finding of Aschoff bodies in the ampu- 
tated auricular appendage and the incidence 
of the syndrome has been found''''. Treat- 
ment has varied in reports from several 
centers. Apparently, antibiotics exert no 
influence on the course of the disease. 
and adrenocortical hor- 
mones''*’ have been used with success. It 
is believed by some'''’ that the postopera- 
tive administration of salicylates decreases 
the morbidity of the syndrome. A similar 
clinical syndrome has been reported in pa- 
tients undergoing other types of cardiac 
surgery'''’, For this reason, it is believed 
that the post-commissurotomy syndrome is 
the result of pericardial and pleural trauma 
at the time of surgery'''’. Although one 
cannot categorically deny the possibility 
that the syndrome represents a reactivation 
of rheumatic fever, the present evidence 
and the natural history of rheumatic fever 
indicate that it is at most a variant of the 
disease if it is at all related. 


Does Mitral Stenosis Reeur After Surgery? 

This question cannot be answered with 
certainty at the present time. The procedure 
is relatively new, and long term follow-ups 
are just beginning to be reported, It is 
generally believed that mitral stenosis does 
not recur unless rheumatic fever is re- 
activated. Many of the patients who have 
required a second operation have been those 
who, during the early days of the procedure, 
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received only valvular dilation, rather than 
successful fracture. 


Results 


Postoperative results 

In a well selected group of patients, at 
least 75 per cent will show significant 
clinical improvement over a period of weeks 
and months following surgery''’"*"’. As 
discussed earlier, the results are not so 
gratifying in some patients, depending upon 
the variables in an individual patient. Com- 
plete relief of all symptoms should not be 
anticipated by the physicians or most of 
all by the patient. With successful commis- 
surotomy, marked relief of disabling symp- 
toms may be anticipated, but the procedure 
should not be considered a “cure’’ for mitral 
stenosis. 
Surgical mortality 

The surgical mortality varies, depending 
on which patients are chosen for the pro- 
cedure. The mortality for the Class IV 
patients is at best near 25 per cent. It is 
well to emphasize that this risk has been 
shown to be considerably less than the risk 
of medical management alone. Dependent 
upon the presence or absence and degree of 
other variables mentioned, the surgical 
mortality has been rather consistent in re- 
ports from various clinics''"**’, The pres- 
ence of atrial fibrillation at the time of 
surgery increases the surgical mortality 
at least threefold'’”’. Embolization prior to 
surgery and calcification of the valve in- 
crease the hazard of emboli at the time of 
surgery and in this respect increase the 
surgical mortality. In a well selected series 
of functionally Class II plus to Class III 
patients in whom none of the variables are 
significantly operative, the surgical mortal- 
ity should not exceed 5 per cent and in 
experienced hands probably would not ex- 
ceed 2 to 3 per cent at the present time. 
The natural history of mitral stenosis and 
the complications that may be prevented by 
surgery put this mortality in the realm of 
a reasonable risk. 
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Summary 


1. Factors which must be carefully 
weighed in considering a patient with mitral 
stenosis for surgery have been reviewed. 

2. In the presence of either subacute 
bacterial endocarditis or active rheumatic 
fever, surgery should not be done. 

3. With the proper selection of patients, 
the results of mitral commissurotomy are 
yratifying. 
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Three Centuries of Obstetrics in North Carolina 
RoscoE L. WALL, JR., M.D. 
WINSTON-SALEM 


History has not recorded the growth of 
obstetrics in North Carolina. Therefore, a 
search for reliable material has been made 
and the results are presented. 


Sources of Material 

The most dependable information regard- 
ing early obstetrics in North Carolina is 
found in the state’s earliest official medical 
records, as follows: “The Minutes and Pro- 
ceedings of the North Carolina Medical So- 
ciety” from 1799 through 1804; “The Trans- 
actions of the North Carolina Medical So- 
ciety” from 1849 through 1880; and both 
series of the North Carolina Medical Journal, 
from 1858 to 1860, and from 1878 to 1900. 
These sources were supplemented by early 
newspaper articles and other lay publica- 
tions, abstracts from historic articles and 
texts, scientific articles of historic note, and 
numerous personal communications. 

Most of the information involving the 
North Carolina State Board of Health, ma- 
ternal and infant mortality, obstetric nurs- 
ing, and midwifery, was found in the Health 
Bulletin of the North Carolina State Board 
of Health. 


The ERighteenth Century: 
Conception and Development 

Many handicaps delayed the beginning of 
obstetrics in America. She was a young 
nation, poor, and at war. In addition, a long- 
standing prejudice against men in obstetrics 
prevented their appearance “until the latter 
half of the eighteenth century.’ As a re- 
sult, the first original articles on this subject 
did not appear until the last quarter of this 
century. 

These handicaps likewise delayed the be- 
ginning of obstetrics in North Carolina. 
Only six villages had been settled in the state 
by 1766. Naturally there were few physi- 
cians and no literature until that time. Edu- 
cation was controlled by the church and the 
earliest medical knowledge was obtained 
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mostly through personal libraries". 

According to Heaton, only three physicians 
in America were advertised as “man mid- 
wives” from 1766 to 1755. Yet in 17338 
John Moultrie settled in Charleston and prac- 
ticed in the Carolinas for 50 years. A popu- 
lar physician, he was “the first to break 
through the prejudice against men attending 
women in labor.”” He was so successful that, 
according to Thatcher, “his death was re- 
garded as a public calamity,” and several 
of the ladies of Charleston “bedewed his 
grave with tears and went into mourning,’ 
Likewise, in 1772, Dr. Jacob Bonn gave in- 
structions in midwifery to the nurses in 
Salem’s Moravian Community’. Compare 
this date with Shippen’s first lecture on Mid- 
wifery in America, in 1761". In 1778 an 
Edenton newspaper carried what is believed 
to be the first announcement of a “specialist” 
in obstetrics in North Carolina. It read in 
part: “The subscriber . .. one of the first 
surgeons of the King of France’s Armies... 
gives the public notice of setting up in this 
town ... and further gives notice that I 
possess the art of Man Midwife.’’'”’ 

Just before the close of the century, North 
Carolina founded one of the first state medi- 
cal societies in the United States. It existed 
from 1799 to 1804, and was revived in 1849. 
A review of its records” revealed nothing of 
obstetric significance except that its second 
president, Dr. John Osborne, moved to New 
York in 1807 and became professor of ob- 
stetrics at Columbia’. 


The Nineteenth Century: 
Birth and Infancy 


Scientific obstetrics in North Carolina did 
not begin until after the middle of the nine- 
teenth century. By this time an appreciable 
number of physicians with obstetric train- 
ing were beginning to locate in the state. 
Another great influence was the revival of 
the North Carolina State Medical Society 
and its publications. 

At the first meeting of the State Medical 
Society in 1849, the charter members unani- 
mously adopted the code of ethics of the 
American Medical Association, excepting 
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that portion which said “in obstetrical cases 
... it is just that the fees accruing therefrom 
should be awarded to the physician who of- 
ficiates.”"""’ Nothing else of obstetric interest 
is found in the Transactions of the Society 
during the next five years’. 

In 1853 a resolution to establish a com- 
mittee on the “branch” of obstetrics was 
passed. The chairman of the committee for 
each succeeding year was supposed to make 
a written report, including any contributions 
on obstetrics throughout the state. This 
committee consisted of the following physi- 
cians: Chairman William George Thomas, 
W. H. McKee, Daniel Dupre, W. G. Hill, and 
F, L, Holmes’, However, no reports are 
found in the Transactions at this time. Dr. 
Thomas resigned as chairman in 1855 and 
was succeeded by Dr. W. H. McKee. This 
committee apparently remained dormant un- 
til 1879, when a “section of obstetrics and 
gynecology” was formed by the State So- 
ciety. 

The North Carolina Medical Journal first 
appeared in 1858. It immediately influenced 
the early growth of obstetrics in the state, 
especially obstetric literature. 

The first record of a legal expert witness 
in obstetrics and gynecology in the state is 
dated 1872", Dr. E. Burke Haywood, after 
testifying in a rape case, was refused com- 
pensation as an expert witness by the local 
court. Appeal to the State Supreme Court 
granted a decision in his favor and with it 
a $10 fee. Oddly enough the defendant’s 
name was George Dollar. 


Pioneers of obstetrics 


The vast number of pioneers in early scien- 
tific obstetrics in North Carolina, and their 
contributions, are beyond the scope of this 
presentation; however, some of the foremost 
and earliest of these “obstetric greats’ will 
be mentioned. 

In my opinion, the father of early obstet- 
rics in North Carolina was Dr. R. L. Payne. 
He was instrumental in organizing the first 
Board of Medical Examiners in 1872,‘ and 
the following year became the first examiner 
in obstetrics and diseases of women,‘ plac- 
ing this branch of medicine on a level with 
medicine and surgery. As president of the 
State Medical Society in 1878, he fostered 
the formation of the first section on obstet- 
rics and gynecology. For his valedictory 
address President Payne chose as his subject, 
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“Influences Which Affect The Child Before 
Birth.” It was amazingly accurate for that 
period, and exhibited his quality as a silver- 
tongued orator. It stressed the blight of 
syphilis, epilepsy and psychosis on the fetus. 
Dr. Payne was probably the leading con- 
tributor to obstetric literature in North 
Carolina of his century. 

Though noted primarily for surgery, Dr. 
Edward Strudwick was another early pi- 
oneer in obstetrics’. Born in Orange Coun- 
ty, North Carolina, in 1802, he graduated 
from the University of Pennsylvania in 1824. 
He practiced immediate repair of the peri- 
neum, using silver wire. In 1841 he removed 
a 36 pound ovarian tumor. He was a charter 
member and the second president of the 
North Carolina Medical Society’. He an- 
ticipated “modern methods with his habit 
of never employing applications to the inter- 
ior of the uterus, but of advocating and using 
intrauterine injections of salt solution.”’''® 
He died ironically at the age of 77 from in- 
advertently taking an overdose of atropine”. 

Dr. William H. McKee was chairman of 
the state’s first committee on the “branch” of 
obstetrics in 1853. He wrote the first two 
articles on obstetrics in the state’s medical 
literature, and contributed greatly to the 
growth of obstetrics as a science. 

Dr. Edward Warren of Edenton served 
only part of his career in North Carolina, 
but contributed much to obstetrics. He was 
the first editor of the North Carolina Medical 
Journal. In one of his first editorials, he 
criticized an article on “Silver Sutures in 
Surgery” by a young surgeon of that time, 
Dr. J. Marion Sims, and commented on Sim’s 
egotism, “a trait from which Warren was 
not entirely free’. 

William George Thomas (1810-1890) was 
a distinguished surgeon of Tarboro and Wil- 
mington. It is said that he antedated Sims 
in operating for vesico-vaginal fistula, used 
wire sutures and the duck-bill speculum”. 

Johnston Blakely Jones was born in Chat- 
ham County in 1814. He practiced in Chapel 
Hill from 1841 to 1866, then located in Char- 
lotte. He was active in obstetrics and “much 
of his practice was gynecology”. 

John Wesley Jones was born in 1831 in 
Tarboro. Graduating from the University 
of Pennsylvania in 1857, he studied in Eu- 
rope and then practiced in Tarboro. He did 
general practice, but was interested in ob- 
stetrics and diseases of women''’. 
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Benjamin Franklin Cobb was born in 
Wayne County in 1826 and graduated from 
Jefferson Medical College in 1847. He prac- 
ticed in Wilmington and gave most of his 
attention to obstetrics and gynecology’. 

Duncan Nathaniel Patterson was born in 
Moore County in 1827, and was graduated 
from Jefferson in 1854. His specialty was 
obstetrics and gynecology. He was twice 
president of the North Carolina Medical So- 
ciety, in 1870 and 1874''". 

Joseph H. Baker, born in Edgecombe Coun- 
ty in 1831, graduated from Pennsylvania in 
1854. He settled in Tarboro, where he did 
general practice with emphasis on surgery 
and obstetrics’. 

Henry Otis Hyatt was born in Kinston, 
in 1848. He graduated from Pennsylvania 
in 1868 and settled in Kinston in 1872. Much 
of his practice was devoted to obstetrics. He 
was the chairman of the first section on ob- 
stetrics and gynecology of the State Medical 
Society in 1878, and contributed many ar- 
ticles to leading journals''®?. 

W. I. Royster, father of Dr. Hubert Roys- 
ter and a member of one of the most promi- 
nent medical families of the state, is de- 
scribed in his son’s writings as showing a 
great interest in obstetrics. In his “Medical 
Manners and Morals,” Dr. Royster presents 
nine of his father’s case reports on obstetric 
patients treated from 1868 to 1875''". 

Henry T. Bahnson was born in Salem in 
1845. He graduated from Pennsylvania in 
1867, studied extensively in Europe, and 
practiced in Salem, making significant con- 
tributions to obstetrics and gynecology'™’. 
His many writings include successful sur- 
gery for ectopic pregnancy, and several case 
reports. One noteworthy article appeared 
in the state’s Transactions of 1872. Follow- 
ing several interesting case reports, he pled 
for better training in obstetrics and gyne- 
cology, then concluded with a plea for ad- 
mission of the first woman applicant to the 
State Medical Society”. 

Henry S. Lott was born in Salem in 1861 
and was graduated from Augusta Medical 
College. He became an outstanding example 
of a good gynecologist and obstetrician while 
practicing in Salem". 


Obstetric surgery 

Due homage cannot be paid to all the North 
Carolina physicians who contributed to ob- 
stetric surgery during the nineteenth cen- 
tury. I will attempt to mention only those 
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“firsts” of important surgical procedures in 
obstetrics and to compare them briefly with 
those elsewhere in the country at that time. 


Before considering obstetric surgery, !et 
us consider some of the earliest reports of 
obstetric anesthesia. The first anesthetic 
given in America to a patient in labor is 
credited to Dr. N. C. Keep, in Boston, in 
1847". I was unable to discover who gave 
the first such anesthetic in North Carolina; 
however, Dr. R. C. Hewett might well de- 
serve this distinction. In 1860 his report on 
several years’ experience with “Chloroform 
in Midwifery” appeared in the North Caro- 
lina Medical Journal. Many interesting and 
accurate observations were mentioned’. 


The first reported section in North Caro- 
lina was performed in 1852 by Dr. W. R. 
Mallett, near Fayetteville, in the old “Cape 
Fear Section’. According to Dr. Mallett’s 
‘ase report, he was assisted by Dr. H. A. Me- 
Swaim. The patient was a primipara who 
was first seen by Dr. Mallett after four days 
of labor. He found the cervix fully dilated 
and the membranes intact. He ruptured the 
membranes, the cord prolapsed, and the fetus 
presented in transverse, with the left shoul- 
der and arm down. Following numerous at- 
tempts to effect delivery, Dr. Mallett pre- 
sented the patient the alternate of death or 
cesarean section. Though some historians 
claim that chloroform was used for this sec- 
tion, Dr. MeNider, in his obituary of Dr. 
Mallett,’*’ claims that it was used only pre- 
operatively, since, because of religious be- 
liefs, the patient refused its use during the 
operation. Dr. Mallett also reported that 
“she was perfectly conscious, and as soon as 
the fetus was removed she asked if it was 
alive.” He stated that the edges of the wound 
were “brought together by 4 or 5 needles. 
Adhesive straps were applied and the ab- 
domen well supported by a broad roller and 
compress ... the only dressing used was cold 
water, which was used continuously for the 
first four days.” Two needles were removed 
on the sixth day and the remainder on the 
fifteenth day. She sat up on the eighteenth 
day, remained free of infection, and gave 
birth to several children later. 

According to Harris’s chronological tabu- 
lation of cesarean sections in the United 


States, Dr. Mallett’s section was the twenty- 
eighth. In a critical summary Harris stated 
that “the pelvis is reported as fully 3 inches 
in the conjugate and transverse diameters, 
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The propriety of the operation is very ques- 

The second cesarean section in North Caro- 
lina was done nine years later, in 1861, and 
according to Harris was no. 46 in America. 
It was performed in Williamsboro, by Drs. 
J. R. Hicks and William L. Henderson after 
four days’ labor with an impacted fetus. 
The mother lived’. Prior to this section 
one was performed in 1858, but was done 
post mortem, The baby lived‘*®. 

The first operation for ectopic pregnancy 
in the Carolinas was performed in 1803, by 
Dr. David Ramsey in Charleston, 8S. C"’. 
The first evidence of this operation in North 
Carolina that I found is a case reported in 
1837 by Dr. R. F. Lewis in Lumberton’. 
It involved an extrauterine pregnancy pre- 
sumed to have existed for 16 years. 

As mentioned previously, Dr. Edward 
Strudwick was one of the early pioneers in 
obstetric surgery. While his removal of an 
ovarian tumor in 1841''" was 37 years after 
Ephriam McDowell's first ovariotomy in his- 
tory, it was performed only five years after 
the first ovariotomy in England, and three 
years before one was done in France’. 


At the turn of the century, Henry S. Lott, 
of Salem, mentioned earlier as an obstetric 
pioneer, devised a metal dilator to produce 
accouchment forcé, of which he wrote, “to 
me belongs the credit of being the first to 
invent and make use of such a device in 
America, as I had employed it successfully 
nearly ten years before Bossi’s invention 
was heard of in this country.’’'** 


Obstetric literature 

The earliest obstetric literature in the state 
was contributed by Cherokee Indian doctors 
in the form of medical handbooks for Indian 
families, which included chapters devoted 
to obstetrics. The first of these—entitled “A 
Domestic Medical Work: The Family Phy- 
sician’’—appeared in 1845. It was writ- 
ten by Alfred M. Folger of Stokes County, 
a United States government physician in the 
Cherokee Hospital. It contains a long chap- 
ter on “Diseases of Women,” including sec- 
tions devoted to prenatal care, abortion, 
“child-bed” (labor), and “diseases of child- 
bed,’’(?% 

In 1849, an amazing book was published 
in Asheville. It was presented by Richard 
Foreman, a Cherokee doctor, as an “Indian 
Guide to Health,” a remarkably thorough and 
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accurate handbook of Indian medicine. In- 
cluded were chapters entitled: “Diseases of 
the Pregnant State,” “Labour,” “Unusual 
Presentations,” “Twins,” and “Diseases Con- 
sequent on Delivery.’’*” 

Another unusual publication on medicine, 
including obstetrics, appeared in 1851. It 
was written by Dr. J. T. Schorwald of Wil- 
mington, apparently an Hungarian immi- 
grant who was not a member of the State 
Medical Society. Bound in blue velvet with 
a gold latch, his book was entitled ‘The 
Child: A Treatise on the Diagnosis and 
Treatment of the Diseases of Children Ac- 
cording to the Laws of Nature.” A great 
deal of this “Treatise” was devoted to preg- 
nancy, with lengthy advice to midwives'’’. 

Shortly after these publications appeared, 
scientific obstetric literature had its birth 
in North Carolina. This development was 
made possible by the North Carolina Medical 
Society Transactions, the first and only of- 
ficial publication of the State Medical So- 
ciety until 1940°”. The review of all the 
Transactions prior to the appearance of 
the North Carolina Medical Journal, revealed 
three obstetric contributions. 

The first appeared in the Transactions of 
1855. It was written by Dr. William H. Mc- 
Kee, and consisted of 3 cases of apparent 
eclampsia: 1 intrapartum, 1 intrapartum 
with hemorrhage, and 1 with apparent in- 
ertia. All 3 patients were treated with the 
usual methods of bleeding, cupping and cold 
compresses, to no avail. Finally spirits of 
turpentine enemas were used, resulting in 
dead babies but enabling the mothers to sur- 
vive. Dr. McKee stated that these cases were 
reported “to show the influence which spirits 
of turpentine exerts in arresting puerperal 
convulsions, as well as its power in producing 
labor.”’ He concluded by saying, “. . . the 
physiological action I will leave for others to 
judge for themselves.’’'**) 

Dr. McKee also contributed the second 
article which appeared in the Transactions 
for 1857. Entitled “Stomatitis Materna,”’ 
it presented 2 cases “peculiar to women dur- 
ing the latter stage of gestation and after 
childbirth, a form of ulcerative infection of 
the mouth and tongue ... migratory... 
extending to the stomach and bowels, rectum, 
vagina, womb, and then back again to the 
mouth, antrum and finally to the lungs.’’'**’ 

Appearing in the same issue was the third 
and last article on obstetrics before the ap- 
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pearance of the North Carolina Medical 
Journal, Written by Dr. N. J. Pittman, it 
was entitled “Rupture of the Perineum and 
Rectum,” and described a partially successful 
repair of a third degree laceration”. 

The first series of the North Carolina Med- 
ical Journal was begun in August, 1858, and 
was discontinued in 1860 because of the 
Civil War. The second series began publica- 
tion in 1878. These journals were not spon- 
sored by the State Medical Society, but were 
published privately. The name was later 
changed to Southern Medicine and Sur- 
gery’. They assumed publication of the 
great majority of publications from the 
Transactions. A review of these early jour- 
nals (1858-1860 and 1878 to 1900) for sig- 
nificant obstetric literature revealed the 
following information: 

Obstetric literature made its debut in the 
first issue of the Journal with a dramatic 
case report by Dr. Benjamin F. Fusenden 
of Plymouth, entitled “A Case of Puerperal 
Apoplectic Convulsions.'**' It was a fantas- 
tic and almost unbelievable account of a 
baby born six to eight hours after the 
mother died of eclampsia. 

In the second article on obstetrics to ap- 


pear in the Journal, a prominent physician 
at that time, Dr. W. C. Landeford of Franklin 
County, viciously attacked women’s fashions 
and vanities as just cause of their many ills. 
After a critical analysis of their undergar- 
ments he concluded that “there is no other 
article of dress which should receive more 


patronage from the ladies than the 

The first article in the second series of the 
Jovrnal, appearing in 1878, was a formidable 
presentation by Dr. Joseph Graham of Char- 
lotte on “Laceration of the Cervix Uteri.” 
It was read the previous year before the 
twenty-fourth annual meeting of the State 
Medical Society at Salem’”’. The next con- 
tribution to this series also appeared in 1878. 
It was written by Dr. A. H. Goelet on “A 
Case of Hour-Glass Contraction of the Ute- 
rus Before the Expulsion of the Fetus,” and 
described the successful dilation of an ap- 
parent Bandl’s contraction ring and claimed 
it as the first case on record”. 

Along with sections devoted to ‘“Physiol- 
ogy,” “Practice” (Internal Medicine) and 
“Surgery,” these early volumes of the Jour- 
nal devoted a section to “Midwifery.” This 
proved to be the main source and outlet of 
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obstetric literature, including not only con- 
tributions from many of the state’s obstetri- 
cians and gynecologists, but also many re- 
ports from the leading clinics and physicians 
throughout the world. It contributed much 
towards the rapid growth of scientific ob- 
stetric literature. 

Since it was 1850 before the nation pro- 
duced an appreciable amount of obstetric 
literature, the foregoing indicates that North 
Carolina kept pace with her country in this 
respect. 


The Twentieth Century: 
Growth and Maturity 


In the twentieth century obstetrics 
achieved maturity in North Carolina through 
two main channels. One was the great in- 
heritance from the centuries previously dis- 
cussed; the other, the innumerable contribu- 
tions made during this century. Only the 
more significant can be inentioned. 


Medical education 

Probably the leading factor of growth 
during this period has been the rise of the 
state’s medical schools. The modern era of 
medical education began with the reopening 
of the University of North Carolina's two- 
year School of Medicine in 1890 and the 
establishment of the Davidson School of 
Medicine of 1887. The latter granted no 
degrees until it became the North Caro- 
lina Medical College in 1893''*'. These 
were followed by the Wake Forest two- 
year School of Medicine in 1902 and the 
Duke University four-year School of Medi- 
cine in 1930. 


New techniques 

Dr. Henry L. Smith, professor of physics 
at Davidson College, was among the first to 
use the roentgen tube and in 1896 took one 
of the first clinical roentgenograms in the 
nation’. I have been unable to uncover any 
evidence, however, that Dr. Smith or any 
other North Carolinian was the first to use 
x-rays in obstetrics. Apparently Dr. Edward 
P. Davis of Jefferson Medical College de- 
serves this distinction’. 


North Carolina claims credit for the ear- 
liest successful use of plasma and_ blood 
transfusions in modern obstetrics. Blundell's 
transfusions for postpartum hemorrhage as 
early as 1818”, and Goodall’s placental 
blood banks in 1938'", though fraught with 
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failure’, are of historical significance. The 
first man to use blood plasma as a safe sub- 
stitute for whole blood, however, was John 
Elliott of Rowan Memorial Hos pital in 
1936". “He deserves absolute and undis- 
puted priority in making blood plasma avail- 
able on a nation-wide basis and in carrying 
out research to that end'”’.” On the basis 
of Elliott’s work, North Carolina is credited 
with having the first state plasma center. In 
October, 1939, Dr. William Long of Mocks- 
ville gave what is believed to be the first 
successful transfusion of plasma to an ob- 
stetric patient in North Carolina, as well as 
one of the earliest in the country’. Finding 
a patient in profound shock from a central 
previa, Dr. Long did a podalic version and 
gave pituitrin. She became moribund, He 
then gave 600 ce. of plasma from the hospital 
ice box. She responded immediately and 
lived. One of the first successful blood banks 
in the country was opened September 7, 
1939, at the Piedmont Memoria] Hospital in 
Greensboro’. More than 100 transfusions 
were given the first year, many in obstetric 
cases, 


Organizations 


The American Board of Obstetrics and 
Gynecology had its origin in North Carolina. 
Its organization was introduced at Asheville 
in September, 1927, by a resolution from Dr. 
Walter Dannreuther at the meeting of the 
American Association of Obstetricians, Gy- 
necologists, and Abdominal Surgeons‘, 


I believe that the father of modern obstet- 
rics in North Carolina is Dr. Ivan M. Proctor. 
In 1919 he became the first physician in the 
state, and possibly in the south, to announce 
a practice restricted exclusively to obstetrics 
and gynecology. In 1930 he became the first 
physician in the state to become a member 
of the American Board of Obstetrics and 
Gynecology. Dr. Proctor initiated the first 
meeting to attempt the formation of a Ma- 
ternal Mortality Committee in North Caro- 
lina. He was a strong influence in organizing 
the North Carolina Society of Obstetrics and 
Gynecology, and served as its first president. 
He has also contributed greatly to obstetric 
teaching and literature. 


According to Ross, a small group was first 
called together in 1930, to consider prelimi- 
nary steps in organizing a North Carolina 
Obstetric Society. More specific plans were 
made in October, 1931, at the Hope Valley 
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Country Club prior to a football game. 
Among those present were Drs. Ivan Procter, 
George Johnson, Richard Spicer, Oren Moore, 
William Bradford, John Taylor, Leslie Lee, 
Alex White, Bayard Carter, Street Brewer, 
and Ed Hamblem. “The group met primarily 
as a social 


One year later, according to Procter’, 
the first steps were taken towards forming 
a state Maternal Mortality Committee. A 
group of obstetricians met in Raleigh on 
October 14, 1932. Their purpose was to 
lower the appalling maternal mortality rate 
in North Carolina, which was then 7.5 per 
1,000 births, with 3 out of 7 deaths due to 
eclampsia. Dr. J. H. Hamilton of the State 
Board of Health compared these figures with 
those of other areas. Birth certificates were 
declared inadequate, confusing terminology 
was clarified, and a questionnaire was drawn 
up for submission by the State Board of 
Health to every physician in the state who 
lost a mother in childbirth. Lastly, the pros 
and cons of organizing a State Society of 
Obstetrics and Gynecology were discussed. 
“It was the unanimous opinion of those 
present that such an organization should be 
formed to improve our individual work and 
to be in a better position to wage a fight to 
lower the maternal and mortality rates in 
North Carolina.’’\°*) 

One month after this meeting, the first 
formal meeting for the organization of the 
North Carolina Obstetrical and Gynecological 
Society was held. Selected physicians, lim- 
iting their practice to obstetrics and gyne- 
cology, met on November 19, 1932, in the 
lecture room of the old medical building at 
Chapel Hill. Those present were Drs. Wil- 
liam Bradford, L. Bayard Carter, George W. 
Johnson, T. Leslie Lee, Brodie C. Nalle, Oren 
Moore, E. C. Hamblen, R. A. Ross, R. A. 
White, and Ivan M. Procter. Officers elected 
were: president, Ivan M. Procter; vice presi- 
dent, George W. Johnson; secretary, R. A. 
Ross. The established objectives of the So- 
ciety were: “(1) To lower maternal mortal- 
ity and morbidity in North Carolina, es- 
pecially toxemia of pregnancy; (2) To create 
fellowship and the dissemination of obstet- 
ric and gynecologic knowledge among phy- 
sicians throughout the state; (3) To use our 
efforts in the control of cancer among wom- 
en,’”’(5)) 

Another obstetric “first” for North Caro- 
lina took place in October, 1938. Dr. R. A. 
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Ross of Duke University, one of the state’s 
leading pioneers in modern obstetrics, issued 
a letter suggesting the South Atlantic Asso- 
ciation of Obstetrics and Gynecology. The 
first organizational meeting was held in 
Charlotte, and 70 members were elected. Dr. 
J. R. McCord of Atlanta, Georgia, was made 
president and Dr. R. A. Ross secretary-treas- 
urer’”’. 

The history of modern obstetrics in North 
Carolina would not be complete without a 
tribute to that group of obstetric “giants 
among men” who have sacrificed and dedi- 
cated so much of themselves—the heads of 
the obstetrical and gynecological depart- 
ments of the medical schools of North Caro- 
lina. 


Midwifery 
While mountains of literature have been 
devoted to the history of midwifery, this 
presentation attempts only to present those 
evidences of historical significance in North 
Carolina. This record must include a period 
of about 200 years, beginning in the 1770's 
when the first evidence is found, and ironic- 
ally extending to the present. For recently 
it was shown that midwives have increased 
in at least three counties in the state’. 
“The Moravian Records” of Salem reveal 
the first authentic evidence of supervised 
midwifery in North Carolina that I can find. 
In 1772 Dr. Jacob Bonn, the Moravian Com- 
munity doctor at Salem, gave instructions 
in midwifery to the nurses’. One of these 
pupils was his wife. The Records reveal 
that she served as a midwife for at least 14 
years. Twenty-three years later (1795) Dr. 
Bonn’s successor, Dr. Vierling, renewed in- 
structions in midwifery. However, Dr. Vier- 
ling required a chaperone, for it is quoted: 
“It was thought best that in the presence of 
the head of the married sisters, several of 
the sisters should receive instructions from 
Dr. Vierling.’’‘°*) One of his pupils, “Sister 
Holland,” served for 30 years as a “faithful 
and successful midwife.”'°® 
Competition in midwifery was apparently 
keen as early as 1798, for an advertisement 
including certified training, and believed to 
be the first in North Carolina, was published 
in a Wilmington newspaper. 
Agnes Mackinley, midwife from Glascow, 
respectfully offers her services to the ladies 
of Wilmington and its vicinity. . . . She 
will likewise attend ladies in Fayetteville 


if sent for.... As the encouragement she 
hoped for must depend... on her being 
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properly qualified she subjoins the follow- 
ing certificate: “these are to certify that 
Mrs. Agnes Mackinley has regularly at- 
tended my course of lectures in Midwifer 
for one session of the College, and ae 
undergone all the usual examinations with 
approbation .. . under my direction at the 
Lying-in-Hospital, where she had oppor- 
tunities assisting at a variety of labours.” 
signed, March 8, 1789, James Towers, 

Midwifery during the nineteenth century 
existed on a much lower level than described 
above. Though fostered by necessity, it 
served this century as a “relic of frontier 
life that clung to the population with all the 
tenacity of superstition.’’'°"' It was well de- 
scribed by Johnson in his “Antebellum North 
Carolina.”*"’ The midwife or “granny” de- 
pended entirely upon “toddies, cheerful con- 
versation, and numerous concoctions” for aid 
in her deliveries. Some of the superstitions 
abounding among them were the use of red 
pepper, ginger tea, and white hazel leaves 
as oxytocics. The patient was instructed to 
blow in her hands to discharge the placenta, 
If the midwife failed to place an axe or knife 
under the bed to cut the after pains, the 
family would do so immediately, 

The dawn of the twentieth century brought 
virtually no improvement. Trained or in- 
telligent midwives were rare. They plodded 
along ‘with the knowledge handed down 
from generation to generation, some of it 
valuable but interwoven with a mass of mis- 
information, superstition, and unbelievable 
fatalism. Their deep ignorance of anything 
resembling modern asepsis put into their 
minds and faithful hands the weapons of 
destruction.”'°* Virtually no progress was 
made against this pestilence until 1912, when 
the State Legislature passed a law granting 
any County Board of Health the power to 
license and control midwives. Five years 
passed shamefully before this law was first 
used by Rocky Mount in 1917. By 1920, 
midwifery reached a tremendous and hideous 
peak in North Carolina, This peak and the 
crusade for its destruction by the state is 
described later. 


Obstetric Nursing 

Though the nursing profession has en- 
dured for centuries, its cornerstone was not 
laid in North Carolina until 1894. At this 
time the first training school for nurses 
was established at Rex Hospital in Raleigh. 
This foundation was strengthened in 1902 
with the origin of the North Carolina Nurses 
Association. In 1903 North Carolina became 
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the first state to enact the Nurses Registra- 
tion Law’, 

These early milestones fostered a rapid 
growth of nursing in the state. Obstetric 
nursing was taught and applied in the rapid- 
ly expanding teaching institutions and hos- 
pitals throughout the State. At the same 
time, a particular group of women was des- 
tined to contribute greatly to obstetrics in 
the state. Known as the Public Health 
Nurses of North Carolina, this group was 
found to be the best teaching agent known 
for dealing with the public, especially that 
part of the public consisting of midwives and 
pregnant women surrounded by the indigent 
and the ignorant. The Public Health Section 
of the North Carolina Nurses Association 
was founded in 1916, It was composed of 12 
nurses’, Some of their magnificent accom- 
plishments and ultimate contributions to 
obstetric nursing are described in the sec- 
tion that follows. 


The State Board of Health 


The North Carolina State Board of Health, 
the twelfth in the nation, was organized in 
1877, and consisted of the entire membership 
of the North Carolina Medical Society‘. 
In 1879 the Board of Health was set up 
independently under a six-man board headed 
by Dr. Thomas L. Wood as secretary. In 
1881 Dr. Wood stressed the importance of 
vital statistics". However, 32 years elapsed 
before the passage of our present Vital Sta- 
tistics Law, which is mentioned later. 


The first Health Bulletin appeared in April, 
1886. Its first article of obstetric significance 
appeared in July, 1894. Herein the Board of 
Health requested the 1895 legislature to pass 
a law requiring a report of any eye lesion at 
birth, to help prevent ophthalmia neona- 
torum'”’, Shamefully, this plea was ignored 
for more than 15 years, until the use of 
silver nitrate became mandatory. 


In 1912 the Health Bulletin appeaied to 
the state—publicly, medically and legally— 
for an adequate vital statistics law’. These 
efforts were finally rewarded the following 
year by the passage of a law requiring the 
registration of all births and deaths. At 


that time the Bulletin wisely stated that “in 
a few years the records obtained from the 
operation of this law will be one of the most 
valuable sets of records in possession of the 
state.”"'"") One of its many values was ob- 
stetric, for these statistics became the first 
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ammunition fired in the war against mid- 
wifery and maternal mortality in the im- 
portant years to come. 

From 1912 to 1917 the Health Bulletin 
was concerned primarily with patent medi- 
cines, flies, the proper construction of privies, 
and World War I; but during this time vital 
statistics were being accumulated. 

On January 1, 1917, Rocky Mount became 
the first community in the South to pass and 
enforce a law requiring all midwives to pass 
an examination before practicing’. Later 
that year, the state finally passed a law re- 
quiring the registration of all midwives. 
Thus the State Board of Health was able to 
conduct its first survey of midwives. A total 
of 9,000 were found”. 

By 1920 midwife surveys and vital sta- 
tistics presented the following: At least 
4,000 midwives were conducting approxi- 
mately 34,000 deliveries, of which 20 per 
cent were white and 80 per cent colored. At 
least one-third of all the deliveries in the 
state were managed by midwives. Pregnancy 
was second only to tuberculosis as the leading 
cause of 

During February, 1919, the Infant Hy- 
giene Bureau launched a campaign to edu- 
cate every pregnant woman in the impor- 
tance of seeking prenatal care. They asked 
every possible agency to aid in this pro- 
gram. Free health bulletins were distributed 
pleading their cause’. By August, 1919, a 
well planned program was underway. Courses 
on the hygiene of pregnancy and care of the 
newborn had been prepared for use by the 
county health nurses for home demonstra- 
tions and group instructions’. This pro- 
gram expanded into the formation of an 
Infant Hygiene Unit for each county. In 
addition, this instruction for the mothers 
was given to midwives as well as to women’s 
organizations, and a clinic was conducted by 
the county health officers’. 

Conferences for midwives were initiated 
in November, 1920. They were conducted 
by public health nurses using a syllabus pre- 
pared by the Bureau of Public Health Nurs- 
ing and Infant Hygiene. These conferences 
consisted of courses on prenatal manage- 
ment, labor, delivery, complications, and 
postpartum 

In 1921 the Health Bulletin started pub- 
lishing mortality figures. Obstetric causes of 
death were given under a single general 
healing, “The Peurperal State.” In 1922, 
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additional categories were entitled “Pre- 
mature Birth” and “Injury at Birth.” Com- 
parative statistics with other states were 
also initiated. 

In 1920 a staff of public health nurses was 
organized to supervise and train midwives 
in counties without organized health depart- 
ments. In 1922, these efforts were doubled. 
Twenty districts were established, with a 
public health nurse assigned to each district. 
This much needed expansion was brought 
about by funds from the Children’s Bureau 
in Washington under the Shephard-Towner 
law appropriations’. 

Despite these accomplishments, the mid- 
wife and mortality situations remained 
shameful. In 1923 Procter urged obstetri- 
cians throughout the state to increase pre- 
natal and postpartum care, and to this end 
he urged them to change from a per visit 
charge to a flat fee’. In 1923 Harden con- 
trasted the deficient training of midwives 
here with the extensive courses required in 
other countries’. In 1924 the counties vol- 


untarily adopted a more rigid control over 
midwives. This county control law demanded 
not only the registration of all midwives, 
but granted permits only after proper train- 


ing and examination’. By August of 1925 
seven counties had adopted this important 
law, with gratifying results’”’. The urgent 
need for such measures was exposed at this 
time by a national survey of midwives, re- 
vealing 45,000 in the country; 30,000 of 
which were in the south. North Carolina 
led the entire nation with 6,500". 

Several facts can be cited in defense of 
North Carolina’s shameful position at this 
time. She had one of the leading birth rates; 
her per capita income was one of the lowest; 
and her population was greatly rural, and 
thus largely uneducated and _ indifferent. 
This factor of public indifference was at- 
tacked by Brewer in 1928". He emphasized 
that the public was educating and punishing 
the indigent, but was sadly neglecting them 
medically. In 1929 a three-year survey of 
midwives in the state revealed that the situa- 
tion was as bad as ever and concluded that 
“the only practical plan is regulation of 
midwife practice and the improvement of 
their individual status.”'*’’ In 1933 an edi- 
torial in the Health Bulletin reported no im- 
provement and urged the widespread estab- 
lishment of prenatal centers everywhere in 
order to reach all pregnant women’, 
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The validity of this constant plea for pre- 
natal centers was well substantiated in 1935 
by Dr. William Bradford's report of the 
Charlotte Maternity Clinic from 1932 to 
1934", Their maternal mortality rate re- 
vealed the utmost importance of adequate 
prenatal care. Reporting further in 1937, 
Bradford stressed the importance of lay edu- 
cation and told how it could be coordinated 
with the medical profession through the 
help of civic organizations”. Their efforts 
were rewarded by a maternal mortality rate 
one-third that of the state. Likewise, the fine 
work of Raleigh’s prenatal clinics at Rex 
and St. Agnes Hospitals was reported in 
1937 by Caviness'"’. These clinics were es- 
tablished in 1929 by Dr. A. S. Oliver, ably 
assisted by Dr. Robert Ruark. They also 
supervised the Junior League Clinic, like- 
wise established in 1929. Some of their 
rewarding results were: (1) no mother died; 
(2) adequate care became available to every 
pregnant woman in Raleigh; (8) by 1936 
no white woman was delivered by a midwife; 
and (4) only one patient developed eclampsia. 

In 1936 the State Board of Health launched 
an extensive campaign to advance the need 
of education to expectant mothers by the 
laity’. This challenge was well met by the 
women of Moore County and Rocky Mount”, 
whose accomplishments stimulated women 
in other sections of the state. 

In 1932 the State Board of Health was 
crippled by a lack of funds and a national 
depression. In 1936, however, the Social 
Security Law was enacted by Congress, pro- 
ducing a great expansion of the Public 
Health Section of the North Carolina Nurses 
Association to about 200 members" With 
these resources, more and more county health 
departments were organized. As a result, 
county health officers and nurses were able 
to bring broader and better supervision of 
midwives through individual and group con- 
ferences including demonstrations” The 
jalue of this expansion became very appar- 
ent by 1937. North Carolina’s maternal mor- 
tality rate reached an all time low with 5.4 
deaths per 1,000 deliveries. She also reached 
her lowest state rating of thirty-fourth in 
the nation. Yet, strangely enough, her rating 
has been fortieth or higher since 1940. 

In 1939 the first state conference in the 
nation on “Better Care for Mothers and 
Babies” was held in Raleigh. Sponsored by 
the National Council for Mothers and Babies 
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in cooperation with the State Board of 
Health, this conference attacked the high 
maternal and infant mortality rates in North 
Carolina. Dr. Fred Adair gave first priority 
to the education of the public by the public. 
Dr. Bayard Carter likewise issued this chal- 
lenge, especially to the women of North 
Carolina’, 


In spite of World War II and all its handi- 
caps, the maternal mortality rate in 1946 
was down to 2.0 per 1,000 deliveries. This 
was due in part to a lowered birth rate dur- 
ing the war, but two other factors were 
significant. One was the replacement of the 
doctor shortage in several counties by public 
health nurses that were certified midwives. 
The other factor lowering the maternal mor- 
tality rate during the war was the “Emer- 
gency Maternal and Infant Care Program” 
that afforded care to the wives and babies of 
service men in the lower pay grades’. 


Since World War II, the work of the State 
Public Health Department has continued 
relentlessly to combat midwifery as well as 
maternal and infant mortality. This progress 
is well illustrated by the 1955 report of the 
Department stating the following accom- 
plishments: A full-time obstetric consultant 
was added to the staff, several new Maternal 
and Infant Clinics were opened, a three-day 
postgraduate refresher course was conducted 
for physicians, care was rendered to more 
than 31,000 women and 51,000 babies, studies 
were inaugurated to investigate all miscar- 
riages, stillbirths and neonatal deaths, a 
two-week refresher course was given to mid- 
wives, and a three-day course was given to 
public health nurses on the midwife pro- 
gram’, 


The Maternal Mortality Committee 


By 1945 North Carolina was among eight 
states with the highest maternal mortality 
rate. Many states had already achieved great 
success in lowering their maternal deaths by 
setting up a Maternal Mortality Commit- 
tee’. These factors apparently led to the 
successful organization of the North Caro- 
lina Maternal Mortality Committee in De- 
cember, 1945. This committee, serving under 
the North Carolina Medical Society, was 
composed of Drs. Frank R, Lock, chairman; 
J. S. Brewer, G. M. Cooper, Ernest W. 
Franklin, Thomas L. Lee, Ivan Procter, R. 
A. Ross, and R. A. White. The object was 
to establish a program to reduce the num- 
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ber of deaths associated with pregnancy in 
North Carolina‘**’. 

The organizational meeting was held on 
February 14, 1946. As a result, two recom- 
mendations were made to the State Medical 
Society at its annual meeting in May, 1946. 
One was to publish a series of articles in the 
North Carolina Medical Journal pertaining 
to this program. The other was to conduct 
a thorough study of every maternal death in 
North Carolina. These recommendations 
were approved, and the study of maternal 
deaths was begun on August 1, 1946‘. Dr. 
Lock remained chairman of this committee 
until 1952, when he was succeeded by Dr. 
James F. Donnelly. This committee has per- 
formed an enormous service by surveying 
more than 1700 maternal deaths. In addi- 
tion, it has submitted numerous publications 
containing a vast amount of information of 
benefit to modern obstetrics. 

Ten years of work by this committee might 
best be summarized by a quotation from the 
minutes of its most recent meeting. ‘The 
most striking features of the survey of 1,700 
or more maternal deaths so far studied by 
this committee is the fact that 80 per cent 
of the patients received totally inadequate 
prenatal care; more than half of these re- 
ceived none.’’'**) 


The Present 


The situation in obstetrics today is the 
result of a crusade against this century’s 
most shameful aspects of obstetrics—mid- 
wifery and maternal mortality. Proudly we 
hail the fact that during the past 20 years 
there has been a twentyfold reduction in 
maternal mortality, a threefold reduction in 
infant mortality, a threefold reduction in the 
number of midwife deliveries, and an eight- 
fold reduction in the number of midwives. 
Yet the fact remains that today there are 
still at least 500 known midwives in North 
Carolina performing about 11,000 deliveries 
annually. Furthermore, the maternal and 
infant mortality in North Carolina is still 
among the highest in the nation. The lack 
of prenatal care among the indigent is ap- 
parent. While the facilities for proper ob- 
stetric care now seem adequate, statistics 
indicate that the public is either ignorant or 
negligent in using these facilities. 

The greatest general in the war against 
midwifery and maternal mortality by the 
state was Dr. George M. Cooper, who spoke 
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so wisely of the present when he said: “If 
anywhere in this state... there is a pregnant 
woman who does not have the service of a 
private physician ... and does not come to 
a clinic . free of charge, it is her own 
fault.” And as Dr. J. Whitridge Williams 
once said: “When the women of America 
recognize the value of and the need for 
maternity care, they will demand it. Then 
and only then, will they get it.” 


Summary and Conclusion 


The eighteenth century brought the con- 
ception and development, in utero, of obstet- 
rics to both America and North Carolina. 
Naturally, America led her states obstetric- 
ally. But history reveals that North Carolina 
remained close on the heels of the nation 
during the earliest phase of obstetrics. 

The nineteenth century produced the birth 
and early growth of scientific obstetrics. The 
first half of this century was extremely 
difficult for North Carolina. Her medical 
development was hampered by many factors 
—geographical, economic, and social. As a 
result, obstetrics remained dormant and mid- 
wifery dominant. The last half of the cen- 
tury, however, brought considerable improve- 
ment. Thus obstetrics advanced more rapid- 
ly in the state, and she increased her pace 
with the nation. Fortunately North Carolina 

as blessed with several obstetric pioneers 
during the century. Working with the tools 
offered by the State Medical Society and its 
publications, these pioneers were able to 
produce an early and rapid participation in 
obstetric literature and surgery. The prac- 
tice of obstetrics became scientific and grew 
rapidly. 

The twentieth century brought obstetric 
growth to maturity. In doing so it met con- 
currently with both success and failure, each 
due to many factors. 

The most significant factors for success 
were as follows: The pride in and stimula- 
tion of several obstetric “firsts” in the 
nation, such as modern blood transfusions 
and the earliest formation of obstetric or- 
ganizations; the rapid development of medi- 
cal schools with excellent obstetric depart- 
ments; high obstetric standards and better 
obstetricians; the countless contributions of 
an 80-year-old State Board of Health in spite 
of many handicaps; a 54 year old State Nurs- 
ing Association, early to organize and serve, 
with its remarkable public health nurses; 
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and finally, a State Maternal Mortality Com- 
mittee contributing 10 years of valuable serv- 
ice. 

The most notable factors believed by the 
author to be responsible for the failure of 
some aspects of modern obstetrics were as 
follows: a largely rural population; poverty 
and ignorance among a high percentage of 
pregnant women; delay by the State Legis- 
lature in passing certain laws, such as the 
use of silver nitrate for newborn's eyes, vital 
statistics, and the control of midwives; the 
lack of state funds superimposed by a na- 
tional depression and two World Wars; a 
state with one of the highest birth rates in 
the nation; a shameful number of maternal 
and infant deaths, due in part to poor ob- 
stetric training or judgment, but in most 
cases to a lack of proper prenatal care; a 
stubbornly persistent high number of mid- 
wives with at least 500 known to exist today ; 
and, lastly, an apparent neglect by the entire 
state in the education of the importance of 
proper care for every pregnant woman, es- 
pecially the indigent. Many of these factors, 
though proven by histery to be detrimental 
to obstetrics in North Carolina, still exist. 


Conclusion 

A history of obstetrics in North Carolina 
reveals three centuries challenged by many 
obstacles. These centuries were marked, 
however, by perpetual growth resulting in 
a great heritage. The past challenges the 
present, likewise confronted by many ob- 
stacles, to protect its heritage for the future 
of obstetrics. 
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Antihistamines have been found to sup- 
press nausea and vomiting in a wide range 
of disorders. Since 1949, when Gay and Car- 
liner’ first observed the suppression of mo- 
tion sickness by an antihistamine, many such 
compounds have been tested for anti-nausea 
properties. Several have proved effective in 
preventing motion sickness’, and the symp- 
toms of vertigo, nausea, and vomiting asso- 
ciated with radiation sickness‘*', Meniére’s 
syndrome’, cerebral arteriosclerosis’, fen- 
estration’, electroshock therapy’, and strep- 
tomycin therapy’. Antihistamines are re- 
ported to control postoperative nausea and 
vomiting’. 

Nausea and vomiting of pregnancy can be 
controlled by the same drugs”. Meclizine 
(Bonamine), has an action similar to that of 
other antihistamines, but its therapeutic ef- 
fect is more prolonged. It was suggested that 
nausea and vomiting of early pregnancy 


*The Bonamine (brand of meclizine) hydrochloride used in 
this study was kindly supplied by the Medical Department, 
Pfizer Laboratories, Brooklyn, New York 


Nausea and Vomiting of Pregnancy 
H. C. KUTTEH, M.D. 
STATESVILLE 


might be conveniently controlled by one or 
two daily administrations of meclizine, and 
that even hyperemesis gravidarum might be 
controlled by this drug. Preliminary re- 
ports'''’ have indicated its value. 


Materials and Methods 


Meclizine hydrochloride has been used as 
the sole treatment of nausea and vomiting of 
pregnancy in 105 women ranging in age from 
15 to 39, the median age being 25, Symptoms 
occurred between the fourth and seventeenth 
week after the last menstrual period, with 
the median time of onset in the ninth week. 
Meclizine therapy was begun promptly after 
the first report of symptoms. Meclizine, 
given in a single dose of 50 mg. daily before 
retiring, was adequate to control symptoms 
in most patients. About a third of patients 
required larger doses; these were instructed 
to take an additional 25 to 50 mg. on aris- 
ing. 

In conjunction with other measures, mec- 
lizine controlled symptoms in 3 women in 
whom clinical findings warranted the diag- 
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nosis of hyperemesis gravidarum. These 
cases will be discused in some detail. 

Blood and urine examinations were per- 
formed routinely on each patient during the 
trial of meclizine. Patients were questioned 
frequently about the continued effectiveness 
of therapy and the occurrence of undesirable 
symptoms. 


Results 
Relief of symptoms 

Of the 105 patients, 35 suffered nausea 
unaccompanied by vomiting. In this group 
meclizine was most successful. Complete re- 
lief was experienced by 33 and partial relief 
by 2; no failures were encountered. 

Among those who suffered both nausea 
and vomiting therapy was somewhat less suc- 
cessful. In this group of 70 patients symp- 
toms were completely controlled by meclizine 
in 62, partly suppressed in 5, and remained 
unaffected in 3. 

Thus a total of 97 per cent of the 105 
women responded to therapy. Relief was 
prompt, often beginning within an hour, and 
the full effect of the drug was always evident 
within 24 to 48 hours. The duration of ther- 
apy was determined empirically for each pa- 
tient by temporarily discontinuing meclizine 
and observing whether symptoms returned. 

Experience with this group showed that 
when patients remained free of symptoms 
for longer than three or four days, no recur- 
rence was likely. In no case did meclizine fail 
to maintain its initial effect throughout the 
period of therapy, which exceeded 12 weeks 
in several instances, although the average 
duration of treatment was four weeks. 


Side effects 

Side-effects of meclizine therapy were 
noted in 12 patients, but in no case were 
they severe enough to warrant concern. 

Slight drowsiness was experienced by 10, 
and was accompanied by vertigo on arising 
in one other patient. Another reported tin- 
nitus. Usually these effects were diminished 
or eliminated by dividing the daily dosage 
so that the bulk of the amount was taken at 
bedtime. 

Blood and urine examinations before and 
during meclizine therapy revealed no signi- 
ficant change except for occasional transient 
episodes of glycosuria which were detected 
in 5 women. An interesting observation was 
that 3 of these patients had continued to have 
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nausea and vomiting in spite of the treat- 
ment. If this observation is confirmed, it may 
be possible to predict with some accuracy 
those patients who will not respond to ther- 


apy. 


Hyperemesis Gravidarum 

In 3 women in this study, the gravity of 
the symptoms led to a diagnosis of hyper- 
emesis gravidarum. 

One patient, partly relieved of nausea and 
vomiting by 50 mg. of meclizine given daily, 
was found after two weeks to have intensi- 
fied symptoms, with mild hypertension and 
acetonuria. Sedation and intravenous glucose 
brought relief. She was maintained free of 
symptoms by increasing the dosage of mecli- 
zine to 75 mg. daily. 

A second patient suffering from hyperem- 
esis gravidarum was relieved by 50 mg. of 
meclizine daily to the extent that she could 
retain food. 

The third case of hyperemesis gravidarum 
was in a patient whose symptoms were con- 
trolled completely for three months. During 
the fourth month of therapy the drug was 
taken irregularly; severe vomiting and diar- 
rhea with acetonuria developed. The symp- 
toms were relieved by intravenous fluids, 
and the drug was withdrawn. 


Summary and Conclusions 


The mechanism by which antihistamines 
suppress the nausea and vomiting of preg- 
nancy is not well understood. Such activity 
is apparently restricted to those antihista- 
minic compounds which exert an anti-cholin- 
ergic action in the central nervous system. 
Borison and Wang"'”’, reviewing the pharma- 
cology of vomiting, conclude that anti-emetic 
compounds act by specifically blocking the 
vomiting reflex, and these investigators ten- 
tatively locate the site of action in the brain 
stem; but evidence is insufficient to demon- 
strate incontrovertibly that the site of action 
is either the emetic center or the chemore- 
ceptive trigger zone. 

Of the compounds now known to be effec- 
tive against nausea drugs, meclizine is the 
most convenient to use clinically because of 
its prolonged action. In this study, nausea 
and vomiting of pregnancy was relieved by a 
single daily dose of 50 mg. of meclizine which 
controlled symptoms satisfactorily in the 
majority of cases. The daily dose was occa- 
sionally divided as a means of preventing 
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drowsiness in the few patients who reported 
it. 

This study of 105 women with nausea and 
vomiting of early pregnancy and hypereme- 
sis gravidarum has confirmed the effective- 
ness of meclizine (Bonamine) hydrochloride. 
The drug provided complete control of simple 
nausea and vomiting in 90.4 per cent of the 
cases, and significant improvement in an 
additional 6.67 per cent; thus satisfactory 
control was provided in 97 per cent. 

Although drowsiness occasionally occurred, 
it was easily controlled by adjusting the dos- 
age of meclizine; no significant side-effects 
were observed, although moderately high 
doses were maintained for many weeks. 

Meclizine provided adequate control in 2 
of 3 cases of hyperemesis gravidarum. 
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Psychosomatic Dermatology 
ALLAN H. Moore, M.D. 
WASHINGTON 


The pattern of disease is always modified 
by emotional factors, whether the disturb- 
ance is purely functional or organic. Never- 
theless few clinicians are unaware of the role 
played by emotional disturbances in the 
precipitation and aggravation of somatic dis- 
eases. The physiologic mechanisms involved 
have been little explored. All the evidence 
so far available, however, indicates that the 
autonomic nervous system is the main link 
in transforming emotional stimuli into so- 
matic responses. This is borne out by the 
fact that the influence of emotional stress 
is particularly marked in diseases which 
mainly affect functions under autonomic 
control. Corroborative evidence is also pro- 
vided by the striking benefit which often 
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results from treatment with drugs acting on 
the autonomic nervous system. 


General Psychosomatic Disorders 

Autonomic dystonia 

In pathologic conditions the autonomic 
nervous system fails to make rapid and ade- 
quate adjustment to changes in the environ- 
ment and to the varying needs of the body. 
This failure may be due, in part, to hyper- 
sensitivity of the effector organs to the 
autonomic transmitter substances (acetyl- 
choline, adrenaline and noradrenaline). In 
general, however, the higher centers are also 
hyperactive, so that both the sympathetic 
and parasympathetic divisions of the auto- 
matic nervous system are overstimulated., 


Anxiety neurosis 
The term “anxiety neurosis” is applied 
to a symptom complex characterized by gen- 
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eral irritability, apprehension, a feeling of 
tension, and a variety of somatic symptoms 
indicative of autonomic imbalance—for ex- 
ample, palpitation, precordial pain, dyspnea, 
vertigo, sweating, headache, and fatigue. 
The appetite is often impaired and the pa- 
tient sleeps badly. Clinical examination re- 
veals coldness of the extremities, dryness of 
the mouth and lips, an irregular pulse rate, 
labile blood pressure, and exaggerated re- 
flexes. Patients can, as a rule, be greatly 
helped by a frank discussion of their prob- 
lems, followed by reassurance and appropri- 
ate psychotherapy. 

The autonomic disturbances can be quickly 
brought under control by the daily adminis- 
tration of Bellergal. The relief of the dis- 
quieting symptoms removes many of the 
patient’s fears and greatly accelerates re- 
covery. 


Emotional trauma 

A terrifying experience or the sudden 
receipt of bad news produces profound shock 
to the entire nervous system, manifested in 
the form of pallor, tachycardia, nausea, vom- 
iting, and vertigo. A condition of autonomic 
imbalance is set up and often persists long 


after the experience has past. 

Autonomic imbalance plays a more or 
less prominent role in almost all diseases of 
the body and is instrumental in translating 
emotional disturbances into somatic symp- 
toms, including dermatologic conditions. 
Apart from emotional tension, a variety of 
endogenous and exogenous factors, such as 
hormonal imbalance, injury, or changes in 
environment, may disturb the smooth func- 
tioning of the autonomic nervous system. 


Kmotional Factors in Dermatologic 
Conditions 

Under the pressure of everyday work, the 
dermatologist finds it all too easy merely to 
scrutinize a patient’s rash, make a diagnosis, 
and prescribe treatment, forgetting that man 
is a compact fusion of body, mind and spirit, 
and that sometimes the ills of the flesh can- 
not be healed unless the mind is relieved and 
the spirit emancipated. 

The skin stands between the individual's 
inner and outer worlds, and the great inter- 
play of forces is reflected in its functioning. 
Indeed, we may speculate that, were it not 
for the skin’s additional functions—insula- 
tion, weather-conditioning, cushioning, and 
covering—it might well reveal these ex- 
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changes still more directly as we suspect the 
inner, more protected partitions (such as the 
stomach and sinus linings) of doing. 


The specialities of dermatology and _ psy- 
chiatry are by no means poles apart. The 
dermatologist should learn to look well be- 
neath the skin in order to assess the feelings 
and unconscious motives of his patient. A 
moment’s consideration will remind us of the 
emotional significance of pallor, blushing, 
flushing, sweating, and “goose-flesh.” The 
mother’s stroking hand and the lover’s 
caress may be so gratifying that their with- 
drawal may well be portrayed in the skin; 
and lastly that the inability to “let off steam” 
by aggressive action or words in many cir- 
cumstances may cause some part of the skin 
to act as a safety valve. 


Illustrative Cases 


A careful and complete history is most 
essential in effecting an accurate diagnosis. 
The following 2 cases illustrate the import- 
ance of a correct diagnosis. 


Case 1 


The patient had repeated urticarial eruptions 
involving the neck, arms, trunk, thighs, and legs. 
The lesions occurred several times a week, and al- 
most invariably at 7:30 P.M. The edema, urticarial 
whealing, and pruritus reached maximum intensity 
at midnight, gradually subsiding toward early 
morning. A careful survey was made of her eating 
habits, household chores, contact possibilities, wear- 
ing apparel, and emotional upsets. She promptly 
denied any knowledge of a precipitating factor. 
That the eruption nearly always appeared at the 
same hour was at once intriguing and challenging. 
A chance remark by the patient one evening gave 
the first clue. It happened that she had been having 
violent quarrels with her husband, who was a rail- 
road engineer. His train arrived at the station at 
7:30 p.m daily. At that hour he blew the train 
whistle for the railroad crossing. The moment she 
heard the sound, hostility towards her husband was 
aroused and the urticarial lesions subsequently ap- 
peared, 


Case 2 

This patient had repeated attacks of what ap- 
peared to be urticaria. It was noted that the lesions 
appeared after she had quarreled with her husband. 
The family doctor treated her on the basis of an 
emotional disturbance. She was finally referred to 
a psychiatrist, who made a serious attempt to treat 
her for emotional stress, but with little success. 
After a number of these attacks it was finally dis- 
covered that they did not immediately follow the 
uarrel with her husband but occurred only after 
he had visited her mother in the hope of escaping 
additional psychic trauma. A careful investigation 
revealed that the bed she repeatedly slept in at 
her mother’s was infested with bed bugs. After a 
thorough housecleaning the “attacks” ceased, in 
spite of continued family quarreling. 
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Dermatologic Diseases With a Psychogenic 
Basis 


Eczema 


Conditions loosely described as “eczema” 
comprise about one-third of dermatologic 
practice. They are often recurrent and oc- 
casionally chronic maladies, and tend to be 
refractory to treatment. Asthma-eczema-hay 
fever patients, usually have a tremendous 
drive. They are restless and overambitious, 
with definite feelings of insecurity and in- 
ieriority, overdependency, narcissism, latent 
aggressiveness, and egocentricity. 


Pityriasis rosea 

The causes of this disease are obscure. It 
it without question more common in the 
spring and autumn than in the other seasons. 
It is possible that the disorder is feebly in- 
fectious and allied to the exanthemata. 
Rarely have I observed this disease in the 
absence of an emotional disturbance. It is 
often seen in individuals who have experi- 
enced sudden shock, apprehension, stress or 
strain. It is quite noticeable how promptly 
the patients respond to psychosomatic ther- 
apy. 


Psoriasis 

This disease could be designated as a 
“polite social disease’ in contradistinction 
to the venereal diseases. The etiology is still 
unknown, but many factors, such as infec- 
tion, neuropathy, diet, and endocrine imbal- 
ance have been considered. Regardless of 
etiology, this disease is often exaggerated by 
emotional disturbances. Indeed I am certain 
that psychosomatic therapy is beneficial. 
Many patients who vacation at the seashore 
seem to improve markedly and promptly. 
I am not sure but that change of environ- 
ment, release from stress and strain, change 
of diet, relaxation, and new social contacts 
are not more beneficial than the sunshine 
which is so highly recommended. 


Pruritus 

Local anal and rectal conditions such as 
threadworms (pinworms), Oxyuris vermi- 
cularis, roundworms (Ascaris lumbricoides) 
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irritant discharges, hemorrhoids, fissures, 
and fistulas, may cause pruritus ani, Fungus 
or monilial infections, perhaps associated 
with the use of certain antibiotics, seborrheic 
dermatitis, psoriasis, contact dermatitis, con- 
dylomas, and pediculosis may also cause 
itching in this region. General causes such 
as nutritional deficiencies, drug intoxications, 
and the abuse of condiments may act at least 
as aggravating factors. Examination for 
Oxyuris ova should be made. 

It seems from the history that a local stim- 
ulus such as pinworms, an enema, or an 
operation in this region has initiated the 
symptoms and led to scratching, thereby 
setting off a vicious cycle. Although most 
dermatologists agree that psychologic fac- 
tors are of supreme importance in the etiol- 
ogy of idiopathic pruritus ani, no systematic 
attempt has been made to submit to a psy- 
chiatric examination a random sample of 
patients suffering from this complaint. I am 
fully convinced that whatever the etiology, 
reassurance provided through a friendly and 
thoughtful approach, if not complete psy- 
chiatric guidance, is of great value to the 
patient. 

Conclusion 

Disease is not static. It is an active, ever 
changing process of adjustment affecting the 
whole mental and bodily personality, and 
giving rise to psychosomatic disturbances in 
varying proportions, with or without demon- 
strable structural changes. 

To oversimplify, unfavorable inborn traits, 
racial and familial influences, modes of up- 
bringing and the acquisition of faulty be- 
havioral patterns, and occupational and soc- 
ial customs, together with many other fac- 
tors, may all play a part in preventing the 
attainment or maintenance of health. Ab- 
normal mental and physical states, long re- 
garded as unrelated, must be looked upon 
as intimately interwoven in many patterns 
and in all gradations, from the indefinable 
“normal” to the obviously pathologic. Bodily 
disturbances may influence the mind, and 
mental disorders affect the body, to an extent 
varving in different circumstances and from 
one individual to another. 


Phlegmasia Cerulea Dolens 


Report of a Case 


R. NORMAN HARDEN, M.D. 
and 
W. RALPH DEATON, JR., M.D. 


Phlegmasia cerulea dolens is an awe-in- 
spiring, rapidly progressing total thrombo- 
phlebitis of an extremity, with severe arterial] 
spasm. It is known by many synonyms, in- 
cluding blue phlebitis of Gregoire, pseudo- 
embolic phlebitis, and acute massive venous 
obstruction. The disease was first reported 
by Tremolieres and VeRan in 1929". So little 
attention was paid to their report that when 
Gregoire” termed the disease phlegmasia 
cerulea dolens in 1938, his name became as- 
sociated with it. Since that time somewhat 
less than 75 cases have been reported, largely 
one or two cases at a time. It is the purpose 
of this paper to report a case successfully 
treated by vena cava ligation and lumbar 
sympathectomy. 


Case Report 


A 55 year old multiparous woman had a 
hemorrhoidectomy for combined hemor- 
rhoids, On the seventh postoperative day, at 
about 2 in the afternoon, she noted the 
onset of rather severe pain in the calf of the 
left leg. She complained to the nurse, who 
observed that the leg looked no different 
from the right one. However, the patient, 
who hitherto had been rather placid and 
easily satisfied, complained so bitterly of 
pain that the attending surgeon was notified. 
When he saw her at about 3 o’clock, there 
was slight swelling of the calf, but no other 
objective findings. The femoral, popliteal, 
and dorsal pulses were easily palpable. One 
hundred milligrams of Demerol were given 
parentally, with some relief of pain. 


About 5:30 P.M. the patient again began 
to complain of pain and was seen by the at- 
tending surgeon at 6 P.M. At this time her 
leg was dusky and swollen from the groin 
down, The left foot was cooler than the right, 
and the dorsalis pedis pulse was not palpable. 
A diagnosis of arterial embolism was made. 
In the next half hour the leg became more 
swollen, quite cyanotic, cold, and pulseless. 
The patient’s general condition rapidly de- 
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generated; the pulse went up to 144 per 
minute, the blood pressure dropped from 130 
systolic, 80 diastolic to 80 systolic, 60 dias- 
tolic. She writhed in pain, and was covered 
with sweat. At this time the diagnosis of 
phlegmasia cerulea dolens was considered, 
and referral to the literature allowed confir- 
mation of the diagnosis. It was decided to 
ligate the vena cava to prevent thrombus 
blockage of the renal veins and/or pulmonary 
embolism. Further, in view of the extreme 
pain, sympathectomy was contemplated if the 
patient’s condition warranted it at operation. 


Operative procedure 

As soon as the operating room was pre- 
pared laparatomy was performed under Pen- 
tothal — nitrous oxide — oxygen anesthesia. 
The inferior vena cava was exposed trans- 
peritoneally, doubly ligated, and divided. The 
affected foot, which had been left uncovered, 
was cold and intensely cyanotic at this time. 
The second, third and fourth left lumbar 
sympathetic ganglia were resected. Imme- 
diately the foot became less cyanotic and 
somewhat warmer. By the time the wound 
was closed, although the leg seemed swollen 
to the bursting point, it had only a faint 
bluish cast and was warm. The patient re- 
ceived a transfusion of 500 cc. of whole blood 
during the operation. 

Postoperatively the leg rapidly regained a 
normal color, and within a week virtually all 
the swelling regressed. The other leg had 
only a barely perceptible degree of edema. 
Within the week she was walking and in 12 
days was discharged, Two months postopera- 
tively she is doing all her own house work, 
but because of edema of the legs is required 
to wear elastic stockings. She has never 
complained of pain in the affected leg since 
operation, but did require a few doses of 
narcotics for relief of incisional pain. 


Comment 
This disease, once seen, can never be mis- 
taken for any other condition. The descrip- 
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tion of the patient and of the affected ex- 
tremity is almost exactly alike in each of 
the 14 articles consulted. The sudden onset 
of pain, cyanosis, chilling and edema, in that 
order, is pathonomonic. Note that the first 
three signs are due to the arterial spasm 
accompanying the thrombophlebitis, while 
only the edema is due directly to the venous 
disease. Gregoire’ correctly ascribed the 
bluish color to asphyxiation resulting from 
an inadequate supply of oxygenated arterial 


blood. 


Various forms of treatment have been ad- 
vocated; none have been universally success- 
ful. Medicinal therapy to induce vasodilata- 
tion has been of no avail. The successful use 
of anti-coagulant therapy has been reported, 
but has frequently been followed by gan- 
grene. The majority of successful results 
have followed ligation of the vena cava with 
or without concomitant sympathectomy, ef- 
fected by either repeated blocks or surgical 
excision of the ganglia. 


Ligation of the vena cava should not be 
expected to effect a cure of the venous disease 
distal to the ligature; it is performed only 
to prevent lethal complications of the disease 
— namely, thrombosis of the renal vein 
and/or pulmonary embolism. In_ several 
reported cases, however, vena cava ligation 
alone resulted in complete recovery or re- 
covery with minor gangrene. On the other 
hand, lumbar sympathectomy, regardless of 
the method of inducement, should relax the 
arterial spasm, so that an adequate amount 
of oxygenated blood will reach the extremity. 
It is felt that, since laparotomy must be 
performed for ligation of the vena cava, sur- 
gical excision of the lumbar ganglia concur- 
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rently is a more desirable procedure than 
repeated blocks. 
Prognosis 

The prognosis with this disease is indeed 
grave. DeBakey and Ochsner’, in 1949, re- 
ported gangrene in 24 of 56 abstracted cases, 
with death occurring in 11. Davies and 
Grimes’, in 1953, reported that “in approxi- 
mately 50 per cent of the reported cases the 
development of gangrene of the extremity 
necessitates amputation. About one-third of 
the cases have resulted in the death of the 
patient during the profound circulatory col- 
lapse in the first few hours after the onset 
of the process.” In the present case it was 
felt that the patient was quite near complete 
collapse and death when the operation was 
begun. Her immediate postoperative im- 
provement was indeed gratifying. 

Summary 

Phlegmasia cerulea dolens is a disease of 
unknown cause consisting of severe total 
thrombophlebitis and accompanying arterial 
spasm in the extremity. The morbidity and 
mortality are high. This paper reports one 
case, with successful treatment by ligation of 
the vena cava and lumbar sympathectomy. 
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Dr. Robert M. Zollinger, professor and chairman of the Department 
of Surgery at Ohio State University, is the new chairman of the Veterans 
Administration Special Medical Advisory Group, VA has announced. 


He was elected at the group’s quarterly meeting in VA central office 
at Washington, D. C., to succeed Dr. Wendell G. Scott, professor of radio- 
logy at Washington University in St. Louis, who will continue as a mem- 
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The Precipitation of Active Tuberculosis 
by Steroid Therapy 


Report of Four Cases 


JOHN M. WORKMAN, M.D. 
and 
JOHN R. BUMGARNER, M.D. 


Soon after the use of cortisone and ACTH 
became widespread, many cases were re- 
ported showing that their use might have 
an unfavorable influence upon infections— 
probably because of their anti-inflammatory 
action. This effect was noted in many pa- 
tients with tuberculosis. 

The purpose of this paper is to add 4 more 
cases that have come under observation, in 
which cortisone apparently had a deleterious 


effect upon tuberculous lesions. 
Case Reports 
Caes 1 

A 60 year old white automobile salesman was 
found by his physician in 1950 to have carcinoma of 
the rectum. Abdominal perineal resection and a 
colostomy were performed in 1950 with good result. 
A chest roentgenogram made in November, 1950, 
was presumed to be negative. This was made just 
prior to the abdominal perineal resection. 

Postoperatively mental confusion in the patient, 
and a diagnosis of hyperthyroidism was made, He 
was started on propylthiouracil with good response. 
Shortly before leaving the hospital after the opera- 
tion, he was given penicillin. On arriving home he 
had a moderately severe penicillin reaction mani- 
fested by urticarial lesions. Cortisone was given for 
some 30 days, and resulted in clearing of the skin 
lesions. The dosage given then is not known. 

The patient continued to take propylthiouracil 
until the early part of 1952, when it was discon- 
tinued. In the spring of 1952 his basal metabolism 
rate was found to be plus 49, and propylthiouracil 
was recommenced, In December, 1953, he was given 
a shot of penicillin, and again manifested rather 
severe urticaria with angioneurotic edema and 
joint symptoms. A further 10-day course of corti- 
sone was given, beginning with a dose of 200 mg. 
and tapering off. 

He was seen by his doctor on January 7, 1954, at 
which time he was found by x-ray to have far ad- 
vanced bilateral pulmonary tuberculosis. He was ad- 
mitted to this hospital on January 14, 1954, His spu- 
tum had been reported positive for acid fast bacilli 
before admission, and he was treated with isoniazid 
and para-aminosalicylic acid, No further positive 
sputums were obtained, The patient did well on 
propylthiouracil, Roentgenograms showed marked 
clearing of the tuberculosis lesions. He was finally 
discharged as quiescent on March 17, 1955. 


Case 2 
A 71 year old white male clerk had a history of 


long standing rheumatoid arthritis. In November, 
1949, the arthritis was growing worse, with soreness 


From Western North Carolina Sanatorium, Black Mountain, 
North Carolina. 
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and stiffness in the hands, the left leg, and both 
knees. In July, 1950, he was hospitalized and corti- 
sone therapy was instituted. This was continued 
for more than two years—until November, 1952 
During the course the dose had gradually been in- 
creased from 25 to 100 mg. daily in order to provide 
adequate symptomatic relief. In November, 1952, 
an acute respiratory infection developed. A chest 
roentgenogram revealed extensive far advanced 
bilateral pulmonary tuberculosis, with a large cavity 
in the right upper lobe. He was admitted to Meck- 
lenburg Sanatorium November 25, 1953, and re- 
mained there until his transfer here on January 3, 
1954. While in Mecklenburg Sanatorium he received 
streptomycin intermittently and para-aminosalicylic 
acid daily. There this regimen brought very little 
improvement in his condition, and at the time of 
admission here he was acutely ill and poorly nour- 
ished. His sputum was still positive for acid fast 
bacilli on smear. Bed rest and antibiotic therapy 
were continued, Response was slight and this patient 
finally expired on February 19, 1954. 
Case 3 

A 32 year old white female telephone operator 
began losing weight three years before admission. 
She also complained of a severe aching pain in the 
back of her knees and calves of her legs. The 
diagnosis was anemia and rheumatoid arthritis. 
She was hospitalized for a week and put on cortisone 
for about two weeks. This treatment gave no relief. 
A little later she was given a second course of 
cortisone. After this she felt fairly well for about 
a year and a half, when she again began to have 
increasing weakness, loss of weight and fatigue, 
with a return of pain in her knees. She was re- 
admitted to a hospital and told that she had neuritis, 
not arthritis. 

The patient improved on treatment with vitamin 
B,, and liver and continued to do well for three 


months before her admission here. Her leg pains 
then became worse than ever, and she became mark- 
edly weaker with a loss of weight from about 82 
to 120 pounds. She was admitted to another hospital 
where the diagnosis of peripheral neuritis was 
confirmed, and she was found for the first time on 
routine x-ray examination to have pulmonary tuber- 
culosis. Chemotherapy was begun at home, but she 
became progressively worse, and was admitted to 
this sanatorium on November 16, 1953. While here 
she was maintained on streptomycin and isoniazid. 
Her sputum remained positive for acid fast bacilli 
for some time. It then became negative, but roent- 
genograms showed the persistence of a cavity in the 
right upper lobe. Resection was advised but was 
refused by the patient, and she finally left the sana- 
torium against medical advice. On discharge her 
condition was classified as active, improved. 


Case 4 


A 52 year old white male physician suffered acute 
pain and swelling of the left foot in October, 1952. 
After three or four days the right foot also became 
involved, and he had a temperature of 100 F. He 
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was admitted to a hospital a week after the onset 
of this condition. His blood uric acid level was 
slightly elevated on admission. 

While in the hospital the patient was treated with 
cortisone for five days and on returning home con- 
tinued to receive small doses for three weeks. This 
treatment seemed to give almost complete symptom- 
atic relief. Since discontinuing cortisone and other 
therapy he had had no recurrence of symptoms. 
The patient recovered from his gout in October, 
1952, but in December he had an acute respiratory 
infection with persistent symptoms, chiefly consist- 
ing of increase in cough, and expectoration of puru- 
lent sputum. A roentgenogram of the chest at this 
time showed changes in the right apex, and the 
sputum was found to be positive for acid fast bacilli 
on culture. 

The patient was admitted to Western North Caro- 
lina Sanatorium on January 12, 1953. While in the 
Sanatorium he continued to receive streptomycin and 

ara-aminosalicylic acid, which had n started 
fore admission. Chemotherapy was continued 
until August 13, 1953, when isoniazid was substituted 
for para-aminosalicylic acid. The sputum was nega- 
tive throughout his stay in the sanatorium, and 
planigrams failed to show any cavitation in the 
lesion in the apex of the right lung, which cleared 
steadily under treatment. The patient was dis- 
charged as arrested IV on October 30, 1953. 


Comment 


It becomes clear from the results of ani- 
mal experiments that the general effect of 
corticosteroids on tuberculosis is the lower- 
ing of the host’s resistance. It follows that 
the administration of cortisone or ACTH 
carries with it a real danger of reactivating 
unsuspected arrested tuberculosis, of exacer- 
bating undiagnosed active disease, or of re- 
ducing the immunologic response to infec- 
tion acquired during the period of treatment. 

In none of the cases reported here were 
chest films obtained immediately prior to 
commencing steroid therapy, nor were they 
repeated at sufficiently short intervals during 
the therapy. 

It should be noted that in one of the 4 cases 
here reported, tuberculosis was fatal in spite 
of adequate chemotherapy following diag- 
nosis. Although only a minority of patients 
treated with steroids will have active tuber- 
culosis, nevertheless the danger does exist, 
and when tuberculosis does appear it is often 
in a particularly pernicious form. The symp- 
toms of tuberculosis may be completely 
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masked if steroids are still being given. The 
infection is often both unusually acute and 
resistant to treatment. It may run an un- 
usually rapid course, becoming far advanced 
in from four to six weeks. 

It seems clear, therefore, that before start- 
ing treatment with ACTH or cortisone, a 
careful search for tuberculosis foci should 
be made in every case. At least a roentgeno- 
gram of the chest should be obtained. If ar- 
rested disease is found, then the indications 
for giving steroid therapy must be very care- 
fully weighed. If either of these drugs ap- 
pear essential, then antituberculous chemo- 
therapy probably should be given along with 
the steroids. 

We recommend that chest films be re- 
peated at least every month while steroids 
are being given, and at least every two 
months after the course of steroids is com- 
pleted. In view of the often rapid advance 
of tuberculosis under these circumstances, 
there seems to be little chance of detecting 
active tuberculosis early enough to give 
effective treatment if roentgenograms are 
repeated less often than this. 


Summary 

Four new cases in which active tuberculo- 
sis apparently developed following adminis- 
tration of ACTH or cortisone have been 
presented. 

In spite of repeated warnings, at least 
some physicians are apparently failing to 
take the necessary steps to detect tubercu- 
losis before and during steroid therapy. 

We recommend that every patient for 
whom either ACTH or cortisone is proposed 
should have an x-ray examination before 
treatment is commenced, and also a careful 
examination for the detection of unsuspected 
tuberculous foci. We feel also that so long as 
ACTH or cortisone is being given, x-ray 
studies should be repeated at monthly in- 
tervals; and further, that at the conclusion 
of steroid therapy films should be repeated 
at two-month intervals for not less than six 
months. 


The federal highway program contains a provision for a one-year 
study of traffic safety, a problem which the American Medical Associa- 
tion has been actively interested for years. 
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TRANSACTIONS AND ROSTER TO 
BE PUBLISHED SEPARATELY 


Since the NORTH CAROLINA MEDICAL 
JOURNAL’S first year, the Transactions of 
the Society have been published in the 
August issue. Until 1948 the membership 
roster was included in the same issue. Then 
the editorial board decided that the roster 
would serve its purpose better if published 
separately as a supplement to the Transac- 
tions number. The smaller book was more 
easily bundled, and the inclusion of the of- 
fice addresses and telephone numbers of the 
members enhanced the value to hospitals, 
clinics, and other organizations, as well as 
to individuals. Many wanted the roster with- 
out the rest of the Transactions. Incident- 
ally, representatives of a number of other 
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state journals have said that they were 
envious of our roster, and considered it the 
best of all the state journals in the country. 


At a meeting in June, the editorial board 
decided to publish the Transactions of the 
Society also separately from the traditional 
August issue. It is to be combined with the 
Transactions of the Woman’s Auxiliary and 
published later—probably as a supplement 
to the October issue. This arrangement 
gives our readers, for the first time since 
1949, a regular issue in August. 

The editorial board hopes that our read- 
ers will find time, even in this traditional 
vacation month, to profit by the extra men- 
tal pabulum provided. And this issue should 
not require as much time for reading as 
did the Transactions number—which is due 
to come in cooler weather. 


TEST BY TESTAMENT 


On May 6 the Federal Trade Commission 
announced its decision to drop its charges 
of false advertising against Pioneers, Inc., 
the company that produces the battery ad- 
ditive AD-X2. Thereby hangs an interest- 
ing tale—and a sad one. 

Readers may recall that Secretary of 
Commerce Weeks in 1953 dismissed the Di- 
rector of the Bureau of Standards after the 
Bureau reported that the additive was 
worthless''’. Such a storm of protest was 
aroused that Secretary Weeks reconsidered 
his action. Apparently, however, neither 
he nor the politicians interested have 
changed the opinion he expressed before 
the Senate Small Business Committee in 
1953; that while he did not “want to be 
accused of overruling the findings of any 
laboratory ... as a practical man, I think 
that the National Bureau of Standards has 
not been sufficiently objective, because they 
discount entirely the play of the market 
place.” Continued pressure must have been 
exerted upon the Federal Trade Commis- 
sion to make it change its original false ad- 
vertising charges, on the ground that the 
“ ‘overwhelming weight’ of consumer testi- 
mony ... is with the respondents.”'’ 

Could it be that in the future we may see 
Gallup polls of consumers of such products 
as Hoxsey’s Cancer Cure and Krebiozen in 
order to determine their therapeutic value? 
The manufacturers of such nostrums as the 
late unlamented Hadacol could muster 
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enough testimonials to justify the sale of 
their products—if testimonials are wo re- 
place scientific evaluation. 
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THE CUP THAT CHEERS 


The late Dr. Samuel Johnson, who called 
tea “the cup that cheers, but not inebriates,” 
and who was said to drink his tea in oceans, 
would have heartily approved Dr. I. Phillips 
Frohman’s article on tea in the Medical An- 
nals of the District of Columbia for June. 
Dr. Frohman was chairman of a symposium 
on tea presented May 16, 1955 at the New 
York Academy of Sciences, and his Annals 
paper is based upon the findings of this 
group. Incidentally, it is pertinent to recall 
that the word “symposium” literally means 
a drinking party. 


Those who have any misgivings about 
drinking tea should be reassured by his 
tribute to this beverage, which he says was 
discovered accidentally in 2800 B.c. by the 
Chinese philosopher, Chin-Mung when he 
was boiling water over a fire made from 
the branches of the tea plant. “Some of the 
leaves accidentally fell into the boiling wa- 
ter, and when he drank the water the ex- 
hilarating effect of this ‘accidental’ brew led 
him to popularize the custom of tea drink- 
ing.” As Dr. Frohman remarks, “Surely 
any beverage able to stand the test of time 
since 2800 B.c. must be of some value to the 
human race.” 


Among the advantages of tea as a bever- 
age Dr. Frohman lists: it is a nutritional 
but low-calory beverage; ‘a certain alert- 
ness without the loss of tranquillity’; an 
appreciable amount of vitamin C, riboflavin, 
pantothenic and nicotinic acids; a diuretic 
effect; and a vasodilator effect useful in 
angina pectoris and myocardial infare- 
tion. He maintains that it does not increase 
gastric acidity, but that it does increase the 
rate of gastric emptying by stimulating gas- 
tric motility. 

It is comforting to know that tea so 
richly merits its place on so many tables. 


One observation which in this season of 
the year would cheer Americans would 
cause British eyebrows to be elevated: that 
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iced tea has a more pronounced effect on 
gastric emptying than does hot tea, 

Dr. Howard Rondthaler once said that 
he tried for many years to think what would 
shock an American as much as putting ice 
in tea does an Englishman. The answer 
that finally occurred to him was: boiled 


watermelon, served hot. 
* 


HISTORY REPEATS ITSELF 

For the second time in two years North 
Carolinians were among the top contestants 
in the national high school essay contest 
conducted annually by the American Asso- 
ciation of Physicians and Surgeons. In 1954 
two North Carolina high school boys won 
first and fourth places among the many 
thousand competitors, This year two Tar 
Heel girls topped that excellent record by 
capturing first and third honors. Mamye 
Roberson of Candler won first award, and 
Dorothy Regan, of Oxford, third. 


Congratulations on the fine showing 
made by North Carolina in the national 
judging have been extended to the State 
Medical Society in a letter from Dr. Mal 
Rumph, chairman of the A.A.P.S. Contest 
Committee. On behalf of the Society, this 
JOURNAL extends hearty congratulations to 
the two young ladies whose achievements 
have brought honor to their native state as 


well as to themselves. 
at a 


STUDENT WINS PRIZE-ESSAY 
CONTEST 

For eight years the New England Journ- 
al of Medicine has conducted an annual 
prize-essay contest for medical students. 
The results of this year’s competition, 
which ended March 15, was announced in 
the May 24 issue of that journal. It will be 
of particular interest to North Carolinians 
to know that the first prize, a check for 
$100, was awarded to Laurence E. Early, 
of the fourth-year class of the University 
of North Carolina School of Medicine for 
his essay, “Extreme Polyuria in Obstruc- 
tive Uropathy.” The paper is to be pub- 
lished as a special article in a later issue 
of the New England Journal. 


ULN.C, 


Congratulations and best wishes to Mr. 
Earley, and to the University School of 
Medicine! 
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President’s Message 
THIS POLIO QUESTION 


In May of 1955 Governor Hodges ap- 
pointed a North Carolina State Polio Vac- 
cine Advisory Commission. This Commis- 
sion was composed of lay and medical 
representatives, and its purposes were 
obviously the control and direction of the 
distribution of the Salk Polio Vaccine in 
North Carolina. 

At its first meeting, in May of 1955, the 
Commission approved the 70:30 ratio 
which was then pretty well accepted 
throughout the country. This ratio was 70 
per cent of the vaccine to be distributed to 
the private physicians through commercial 
channels, and 30 per cent to go direct to 
the Board of Health for distribution to the 
county health units. 

At a meeting of the Commission in Janu- 
ary of 1956, it was clearly shown that a 
rather large portion of the vaccine in the 
70 per cent in commercial channels was not 
being used and that the 30 per cent for 
local health units was sadly inadequate, 
with many counties crying for more vac- 
cine. The Commission then ruled that the 
State Board of Health be allowed to pur- 
chase from the surplus in commercial chan- 
nels sums of vaccine needed by local health 
units where that need was documented by 
the local county medical societies. Twenty- 
five thousand cubie centimeters was to be 
left in commercial channels available to 
private physicians at all times. This action 
of the Commission met the approval of the 
Executive Committee of the State Medical 
Society and was rigidly adhered to. 

In May of 1956 the Polio Advisory Com- 
mission was reappointed by Governor 
Hodges with the same personnel. 

At a meeting of the Commission on June 
21, 1956, some rather startling figures were 
presented, There was a backlog of approxi- 
mately 450,000 cc, of surplus vaccine in the 
commercial channels. According to the State 
Board of Health records, less than 25 per 
cent of the eligible population had been in- 
oculated through their facilities. There was 
no way of knowing what percentage had 
been inoculated through the private facili- 
ties of the physicians. The Commission 
unanimously requested the President of the 


North Carolina Medical Society to appoint 
a committee from the Society to organize 
a program to increase the number of inocu- 
lations in our eligible population and in 
some way to collect necessary statistics as 
to those inoculations. A committee for the 
promotion of the use of the poliomyelitis 
vaccine in North Carolina was then ap- 
pointed by the President of the State Med- 
ical Society from the members of the So- 
ciety: The following members were 
appointed: Dr. S. F. Ravenel, Greensboro, 
chairman; Dr. Millard B. Bethel, Charlotte; 
Dr. Robert Foster Young, Roanoke Rapids; 
Dr. Ralph Garrison, Hamlet; Dr. William 
Spencer, Wilson; Dr. Frank Richardson, 
Black Mountain; Dr. Frank Reynolds, Wil- 
mington. 

Dr. Ravenel, in organizing this committee 
and planning its program, uncovered the 
following rather astounding facts: Roughly 
1,935,000 persons in North Carolina were 
eligible for inoculation with the Salk vac- 
cine. This number included all members of 
the population from birth through 19 years 
of age, and pregnant women. Of this num- 
ber, less than one third had received their 
first or second doses. There was still roughly 
450,000 ce. of surplus vaccine available in 
commercial channels, and it was understood 
that within a period of a few weeks it 
would be taken from North Carolina’s al- 
location and used in other states. It was 
also discovered that North Carolina was 
forty-seventh among the 48 states in per- 
centage of eligible population inoculated. It 
was felt that this low percentage in North 
Carolina was due to a failure to educate the 
people adequately and that an all-out pro- 
gram was necessary. 

Dr. Ravenel called a meeting of his com- 
mittee in Greensboro on July 15, 1956. This 
meeting was also attended by the President 
of the State Medical Society and represen- 
tatives from the National Foundation of 
Infantile Paralysis and the State Board of 
Health. The committee unanimously agreed 
that a potential medical emergency existed. 
In view of the epidemic in Chicago, the 
localization of cases in several counties in 
the state, and with only a third of the most 
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susceptible porticn of the population inocu- 
lated, North Carolina was considered in a 
vulnerable position. 

Dr. Ravenel outlined a program for this 
medical emergency to start immediately 
and to last only through the polio season, 
at the end of which time the medical emerg- 
ency would be over. This program consisted 
of intensive public education as to the need 
of the vaccine by television, radio, and press 
both on a state and local level, with the 
insistance that patients visit their doctors 
for inoculation. A program for mass free 
clinics for inoculation to last during the 
polio season, in which only surplus vaccine 
would be used, was also outlined. This met 
with the unanimous approval of the entire 
committee. It was agreed that this program 
was to be entirely sponsored and managed 
by representatives of the State Medical So- 
ciety and by members of the county medi- 
cal societies on a local level. The State 
Board of Health immediately agreed to 
purchase surplus vaccine and make it avail- 
able to the mass clinics. The National 
Foundation for Infantile Paralysis immed- 
iately offered their entire services in an 


advisory capacity. 

News articles on the day following the 
committee meeting brought varied response ; 
in the great majority of the cases they were 
entirely favorable to and in support of the 


program. Within less than a week of the 
meeting, most of the major centers of pop- 
ulation in North Carolina had already or- 
ganized mass clinics and given wholehearted 
support to the program. This was followed 
by a similar response from most of the 
smaller communities. 

At the time of this writing the program 
is in its infancy. By the time this article is 
published, it is hoped that it will be near 
its end and its value proved. 

This program will have been carried out 
by tremendous efforts on the part of the 
State Medical Society’s Polio Committee 
and the polio committees of the individual 
county medical societies. It has been ade- 
quately studied and its many implications 
considered, Those in charge believed that a 
potential medical emergency definitely exist- 
ed, and that there was a call for medical 
services from the State Medical Society and 
the county medical societies which could 
not be denied. The implications of state and 
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socialized medicine were studied and were 
thought to be negligible. 

It was hoped that by this program the 
middle third of the eligible population could 
be reached with the inoculations. It was the 
considered opinion of the planning group 
that the first third of the population were 
those intelligent people who readily accept 
the advice of the medical profession and had 
already been inoculated. The second third 
consisted of those who needed coaxing and 
extensive education. The last third was 
made up of those whom it is difficult to get 
to participate in any program. 

It was felt that inoculation of two thirds 
of the eligible population would virtually 
eliminate the possibility of a polio epidemic 
in North Carolina during the polio season 
of 1956. It was also believed that it would 
educate the great majority of the people of 
our state as to the value of the vaccine to 
the extent that after the present emergency 
was over they would continue to seek their 
private physicians for immunity from polio. 
This action was considered a definite neces- 
sity, but from its inception was considered 
only as a temporary, emergency measure. 

The committee was in full agreement with 
the statement made by the House of Dele- 
gates of the American Medical Association 
at the annual meeting in June, 1956 — 
namely, that the government should get out 
of the practice of medicine and leave the 
inoculation of the people with polio vaccine 
to the medical profession. The committee 
believed that this program in North Caro- 
lina would show that the medical profession 
is able and willing to fulfill this obligation 
even to the point of having mass free clinics 
in case of an emergency. Although it was 
organized to meet an emergency, every 
member of the Executive Committee of the 
State Medical Society was informed and 
each gave his approval and full support to 
the program in its entirety. 

It was believed that thus the medical pro- 
fession of North Carolina would take a for- 
ward step, not only towards the limitation 
of polio in this state, but towards proving 
to the people of the state that the medical 
profession is ready and willing to accept its 
full responsibility in giving adequate medi- 
cal service to the entire population when- 
ever and however it might be needed. 


DONALD B. KOONCE, M.D. 
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NORTH CAROLINA 
BULLETIN BOARD 


COMING MEETINGS 


North Carolina Heart Association, Annual Meet- 
ing —Battery Park Hotel, Asheville, September 
15-16. 

North Carolina EENT Society and South Caro- 
lina Society of Ophthalmology, combined meeting 
—George Vanderbilt Hotel, Asheville, September 
16, 17, and 18, 

North Carolina Board of Medical Examiner; 
meeting to interview candidates for licensure by 
endorsement of credentials—Sir Walter Hotel, Ra- 
leigh, September 24, 

Second District Medical Society Meeting (Beau- 
fort County Medical Society, host)—Washington, 
North Carolina, October 3, 

Southeastern Allergy Association, Fall 
ing on Allergy Barringer Hotel, Charlotte, 
tober 5-6. 

A.M.A. Public Relations Institute—Drake Hotel, 
Chicago, August 29-30. 

San Diego Postgraduate 
County Hospital, San Diego, California, 


Meet- 
Oc- 


Assembly—San Diego 
Septem- 


ber 19-20. (Michael J. Feeney, M.D., 3416 Sixth 
Avenue, San Diego, California.) 
Mississippi Valley Medical Association, Twenty- 


Virst Annual Meeting—Hotel Morrison, Chicago, 
September 26-28. 

American Medical Writers’ 
teenth Annual Meeting—Hotel 
September 28-29. 

American Congress of Physical Medicine and 
Rehabilitation, Thirty-Fourth Annual Scientific and 
Clinical Sessions—The Ambassador, Atlantic City, 
September 10-14, 

Postgraduate Medical School of New York Uni- 
versity — Bellevue Medical Center, Eight-Week 
Course in Occupational Medicine—New York City, 
September 10-November 2. 

Tennessee Valley Medical Assembly — 
House, Chattanooga, Tennessee, October 1-2. 

Academy of Psychosomatic Medicine, Third An- 
nual Meeting—Hotel Plaza, New York City, Oc- 
tober 4-6, 

American College of Surgeons, Forty-Second An- 
nual Clinical Congress—San Francisco, October 
8-12, 

American Rhinologic Society, Annual Meeting— 
Chicago, October 9-13, 

American College of Chest Physicians, Council 
on Postgraduate Education: Eleventh Annual Post- 
graduate Course—Hotel Knickerbocker, Chicago. 
October 15-19; Ninth Annual Postgraduate Course 
—Park Sheraton Hotel, New York City, November 
12-16. 

American College of Gastroenterology, Postgrad- 
uate Course in Gasteroenterology—Hotel Roose- 
velt, New York City, October 18-20, 


Association, Thir- 
Morrison, Chicago, 


Read 
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Pan American Association of Ophthalmologists, 
Fourth Interim Congress—Hote! Statler, New York 
City, April 7-10. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

An estimated $300,000 building program for the 
Psychiatric Center of North Carolina Memorial 
Hospital at the University of North Carolina at 
Chapel Hill is scheduled to begin late this year. 

Dr. Robert R. Cadmus, director of Memorial 
Hospital, announced that 50 per cent of the funds 
required for the project will be supplied by the 
federal government through the North Carolina 
Medical Care Commission. The remainder comes 
from the state. 

Dr. Cadmus said that plans were expected to be 
available for contractors in September and that 
bids will be called for in October. 

The Psychiatric Center is located in the hospi- 
tal’s South Wing, which was completed in January, 
1955, with the exception of the major part of the 
ground floor. 

Present plans call for the completion of the 
ground floor. This space will contain laboratories, 
offices and treatment rooms for the Outpatient De- 
partment of the Psychiatric Center. 

A two-story addition to the present building al- 
so will be constructed. This addition will project 
east from the present building, making the com- 
pleted building an L-shaped structure. South Wing 
is not a part of the Memorial Hospital Building, 
but is connected to it by an enclosed passageway. 

The first floor of the new addition will be a flat 
floor auditorium which will be used for occupa- 
tional and recreational therapy as well as for semi- 
nars and other educational purposes, 

The second floor of the addition will connect with 
the Outpatient Department and will be used for 
offices and treatment rooms, particularly in child 
psychiatry. Approximately half of the work load 
carried by the center is with outpatients. 

at ae 

Dr. Charles E. Flowers, Jr., associate professor 
of obstetrics and gynecology, has received a research 
grant of $8,856, Dr. Reece Berryhill, Dean of the 
University of North Carolina School of Medicine 
has announced. 

The grant was made by the Cerebral Palsy 
United Research and Educational Foundation, Inc. 
for the 1956-1957 year, and is for a study to be 
made of the relationship of various anesthetic and 
analgesic agents to fetal anoxia at birth. 

A grant of $500 has been received by the School 
of Medicine from the Gaston County Heart As- 
sociation, it has been announced. 

The grant will be used by Dr. Carl E. Anderson, 
associate professor of biological chemistry and nu- 
trition, for research and study of the biochemistry 
of normal and diseased cardiovascular tissue. 
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The Gaston County Heart Association is headed 
by Dr. Harry D. Riddle of Gastonia. Mrs. Naomi 
Cunnigham, also of Gastonia, is executive director 
of the organization. 

* * 

Dr. George C, Ham, professor and chairman of 
the Department of Psychiatry, has recently been 
appointed to two committees of national import- 
ance. 

He has accepted membership on the Committee 
of Psychiatry of the Division of Medical Science, 
National Research Council of the National Academy 
of Sciences. He has also been asked to serve on 
the Selection Committee for Senior Research Fel- 
lowships of the National Institutes of Health. 
Members of this Committee will provide technical 
advice to the National Advisory Health Council 
and to the Surgeon General of the Public Health 
Service on this program, 


Dr, W. P. Richardson, professor of preventive 
medicine, participated in the twenty-ninth annual 
session of the Blue Ridge Institute for Southern 
Social Work Executives held at Blue Ridge, North 
Carolina, from July 22 through 27. 

Dr. Richardson served as a resource consultant 
for the Institute. The 1956 topic considered by 
executives and supervisors of local and state health, 
welfare and recreational and group work agencies, 
public and private, and representatives of national 
organizations and federal agencies was “Staffing 
Our Community Health and Welfare Services.” 


* * 


Dr. Sidney S. Chipman, clinical professor of 
pediatrics, U.N.C. School of Medicine, and Head of 
the Department of Maternal and Child Health of 
the U.N.C. School of Public Health left August 
6 for a month’s trip to the Philippines and Japan, 
He will be a consultant in pediatrics for the “Far 
East Air Force” located in these areas. 

In this capacity he will be an adviser to per- 
sonnel in the Air Force who have their families 
with them. This is Dr. Chipman’s second such as- 
signment. Last year he had a similar appointment 
in Europe with the Air Force. 

In 1953 Dr. Chipman was in Japan and the Far 
East as a matert.al and child health consultant for 
the World Health Organization of the United 
Nations. 


The appointment of Dr. Walter R, Benson as as- 
sistant professor in the Department of Pathology 
at the University of North Carolina’s School of 
Medicine has been announced. 

Dr. Benson, who began his duties at U.N.C. re- 
cently, comes from the University of Louisville 
Medical School where he was an assistant professor 
during the 1955-1956 school term. He taught at 
Duke University in 1944. 
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Five faculty members of the School of Medicine 
took part in the thirty-sixth session of the South- 
ern Pediatric Seminar held at Saluda, July 9-28. 

Dr. Robert A. Ross, chairman of the Department 
of Obstetrics and Gynecology served as dean of the 
obstetric section of the seminar. 

Dr. Charles E. Flowers, Jr., Dr. Richard L, 
Pearce, and Dr, Henry Fleming Fuller, School of 
Medicine faculty, served with Dr. Ross in the ob- 
stetric section of the seminar. Dr, Fuller is a 
clinical professor who lives in Kinston. Dr, Pearce 
holds the same post and resides in Durham. 

Dr. Nelson K. Ordway, professor of pediatrics, 
worked with the pediatric section of the seminar. 


Robert H, Bartholomew has been named Public 
Information Officer of the University of North Caro 
lina Division of Health Affairs, Dr. Henry T. Clark, 
Jr., D.H.A. director, announced recently. 

Mr. Bartholomew has been connected with the 
University for the past several years in various 
types of public relations work. 

He is a native of Raleigh and a former resident 
of Goldsboro. He is a graduate of the Goldsboro 
High School and received his higher education at 
Louisburg College, Duke University, and the Uni- 
versity of North Carolina, He is a veteran of 
World War II, having served in the Marine Corps 
from 1941 through 1945. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL Ov MEDICINE OF 
WAKE FoREST COLLEGE 


Recent grants to The Bowman Gray School of 
Medicine include the following: From the National 
Institute of Arthritis and Metabolic Disease, a 
grant to study “The isolation, chemical analysis, 
and immunological studies of protein components 
of urine in health and in patients with renal cal- 
culous disease,” with Dr, William H. Boyce, as 
sistant professor of urology, as principal investi- 
gator. 

From the National Institute of Neurological 
Diseases and Blindness, a grant to determine “The 
effect of heavy metals on brain and liver,” with 
investigators Dr. Martin G. Netsky, professor of 
neuropathology, Dr. Norman M. Sulkin, associate 
professor of anatomy, and Dr. J. H. 8S. Foushee, 
Jr., instructor in pathology. 

From the National Heart Institute, a grant to 
study the “Organs of senile animal and human 
subjects,” with Dr. Warren Andrew, professor of 
anatomy, as principal investigator. 

From the American Heart Association, a continu 
ation grant for the study of “Measuring blood flow 
in humans,” with Dr. Merrill P,. Spencer, assistant 
professor of physiology and pharmacology, as the 
investigator. 

From the Research and Development Division of 
the Smith, Kline and Freneh Foundation, a grant 
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for the further support of the development of the 
Department of Microbiology and Immunology, un- 
der the direction of Dr. Robert L, Tuttle. 

From the Nationa] Institute of Neurological Dis- 
eases and Blindness, a grant for “Glaucoma study,” 
under the direction of Dr, R. Winston Roberts, as- 
sociate professor of ophthalmology. 

Dean C, C, Carpenter is now in Viet Nam, Sai- 
gon, where he is assisting Dr. Benjamin Horning, 
director of international education for the Kellogg 
Foundation, in a survey of medical education facili- 
ties. The survey is being conducted under the 
auspices of the U. 8S. International Cooperation 
Administration. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

A new edition of “Formulating X-Ray Technics” 
by John B, Cahoon of the Duke University Medical 
School and Hospital staff has just been published 
by the Duke Press. 

Dealing with the technical aspects of x-ray 
work, the book was written primarily for student 
technicians, The first of four editions appeared in 
1950, 

Cahoon, technical associate in radiology at the 
Duke Medical School and Hospital, is a member 
of the American Society of X-Ray Technicians. For 
the Society he has been an instructor in Minnea- 
polis, Minnesota, San Francisco, California, and 
Columbus, Ohio. In 1950 he was a guest instructor 
for the Ontario Society of Radiographers in Toron- 
to, Canada, and this year he was guest instructor 
at a meeting of the Texas Society of X-Ray Tech- 
nicians in Houston, Texas, 


NORTH CAROLINA STATE BOARD OF 
MEDICAL EXAMINERS 
The North Carolina Board of Medical Examiners 
will meet at the Sir Walter Hotel, Raleigh, North 
Carolina, Monday, September 24, 1956, at which 
time applicants for licensure by endorsement of 
credentials will be interviewed. 


NorRTH CAROLINA CHAPTER, AMERICAN 
COLLEGE OF SURGEONS 

Plans for a meeting of the newly organized North 
Carolina Chapter of the American College of Sur- 
geons are in the making for a meeting the latter 
part of January. The officers and council met and 
agreed that this chapter should be for surgeons in 
every field of surgery and not just general sur- 
gery. Fellows of the College residing in North 
Carolina are urged to join and strengthen this 
newly organized chapter. 

Officers of the North Carolina Chapter are: pres- 
ident, Dr. William Sprunt of Winston-Salem; vice 
president and president-elect, Dr. George Wood of 
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High Point; secretary-treasurer, Dr, Alexander 
Webb, Jr., of Raleigh. Councilors are: Dr. Howard 
Bradshaw of Winston-Salem, Dr. Edwin Alyea of 
Durham, Dr. William Farmer of Fayetteville, Dr. 
James Marshall of Winston-Salem, and Dr, Russell 
Lyday of Greensboro. 


NORTH CAROLINA SOCIETY OF 
INTERNAL MEDICINE 


Among the youngest organizations of medical 
specialists in North Carolina is the new State 
Society of Internal Medicine. 

The Society was conceived early in 1955, and 
its organization was begun at a meeting at Sedge- 
field Inn, Greensboro, in March, 1955. The mem- 
bership is limited to internists who are required 
to meet the following qualifications: 

1., Fellowship in the American College of Phy- 

sicians, or 

2. Certification by the American Board of In- 

ternal Medicine 

3. Good standing in the component county and 

state societies and in the American Medical 
Association 

4. One year’s practice in the respective com- 

munity. 

The membership of the Society has already 
reached approximately 100, and it is hoped that in 
the near future a good majority of qualified in- 
ternists in the state will be included. 

The purpose of the organization is similar to 
that of other specialty groups in the state. It will 
interest itself in socio-economic topics, and in legal 
and insurance matters relative to the practice of 
internal medicine. From a_ scientific standpoint, 
every effort will be made to correlate its efforts 
with those of other state societies in order to main- 
tain existing high standards and to continue to 
elevate the quality of internal medicine in every 
section of the state. It is planned, at present, to 
hold meetings in conjunction with the regional 
meeting of the American College of Physicians 
during the winter and the Medical Society of the 
State of North Carolina during the summer. 

Spokesmen for the organization have emphasized 
that the group is by no means in competition with 
any other organization or medical group within 
this state. It was formed and continues to operate 
in a spirit of complete cooperation. 

At present the group is headed by Dr. James 
M. Alexander, of Charlotte, the Society’s first 
president, and Dr, Ralph Fleming of Durham, presi- 
dent-elect. Dr. Horace H. Hodges of Charlotte is 
chairman of the Public Relations Committee. 


NORTH CAROLINA EENT SOcIETY 


The combined meeting of the North Carolina 
EENT Society and the South Carolina Society of 
Ophthalmology and Otolaryngology will convene 
in the George Vanderbilt Hotel, in Asheville, on 
September 16, at 5 p.m. for a three-day meeting. 
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The following are the speakers: in ophthalmol- 
ogy, Drs. Harold W. Brown and Bryon Smith of 
New York and Dr. Harold Schere of Philadelphia; 
in otolaryngoloy, Dr. Lawrence Boies of Minnea- 
polis, Dr. Thomas Hardy of Baltimore, and Dr. 
John Converse of New York. 


NORTH CAROLINA HEART ASSOCIATION 


What happens to the heart during fainting? 
How do emotions affect the heart? How does the 
body maintain a blood supply to the heart and 
brain under conditions of disease and _ physical 
stress? How does salt affect blood pressure? What 
is the easiest way to by-pass blood from the heart 
during operations, so surgeons can work in a 
“dry field”? 

These are some of the questions being explored 
by medical scientists in North Carolina, which is 
fast becoming an important center for heart re- 
research. More than half a million dollars was spent 
on this work in the state last year, and the amount 
allocated for the coming fiscal year promises to 
surpass this sum. 

Already assigned to heart research projects at 
Duke, the University of North Carolina, and Bow- 
man Gray are grants of over $80,000 from the 
American Heart Association, the North Carolina 


Heart Association, and some of its local chapters. 
The Edgecombe-Nash Chapter is supporting three 
projects, the Durham-Orange and Wilson Chapters 


are each supporting two projects, and the Cleve- 
land and Gaston Chapters are each supporting one. 
Projects in this state receiving grants from the 
Heart Fund are: 

Dr. Carl Anderson, U.N.C., studying the metab- 
tissue 
Bowman Gray, studying 
during preg- 


olism of cardiovascular 
Dr. Richard L. Burt, 
the metabolism of carbohydrates 
nancy 

Dr. McChesney Goodall, Duke, studying the effect 
of cutting certain nerves on blood pressure 

Dr. Carl W. Gottschalk, U.N.C., studying the 
link between heart and kidneys 

Dr. Edwin P. Hiatt, U.N.C., studying the in- 
fluence of dietary salt on blood pressure 
Doctors Frank R, Johnston and C, Glenn Sawyer, 
Bowman Gray, studying drugs to control ven- 
tricular fibrillation 

Dr. Grace P. Kerby, Duke, investigating the 
metabolism of connective tissue in normal pa- 
tients and those with rheumatic diseases 

Dr. William H. Knisely, Duke, measuring the 
volume of blood vessels 

Dr. Dan A. Martin, U.N.C., studying the effect 
of emotions on the course of heart disease 

Dr. Henry D. MelIntosh, Duke, studying the 
response of circulation to changes of  intra- 
thoracic pressure 

Dr. Will C. Sealy, Duke, developing by-pass ap- 
paratus for open heart surgery 
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Dr. Herbert O. Sieker, Duke, studying the effect 

of obesity on the pulmonary and circulatory 

systems 

Dr. Bodil Schmidt-Nielsen, Duke, studying how 

the kidney regulates the excretion of waste from 

the body 

Dr. Merrill P. Spencer, Bowman Gray, studying 

the way the beat-by-beat volume of blood is sent 

by the heart to different organs 

Dr. Arnold Weissler, Duke, investigating what 

happens to the heart and blood vessels during 

fainting 

Dr. Kerr L. White, U.N.C., studying the influence 

of emotions on blood surgery 

Dr. Daniel T. Young, U.N.C., studying the effect 

beathing on the heart beat. 
Nation-wide, the American Heart Association 

will spend $1,800,000 on heart research, Grants to 

projects in this state will total more than the sum 

from the North Carolina Heart Fund 


of irregular 


it received 
this year, 

Dr. James Watt, director of the National Heart 
Institute, on a recent visit to North Carolina, stated 
that the educational activities of the American 
Heart Association and its affiliates in state 
were responsible in large part for the willingness 
of Congress to increase appropriations this year 
for heart research. With heart and blood vessel 
diseases responsible for more deaths than all other 
causes combined, and with coronary heart attacks 
increasing to what Dr. Paul Dudley White, Presi- 
dent Eisenhower’s physician, has called “epidemic 
recognized that the 
Number 


each 


proportions,” it is becoming 
chief hope for overcoming the 
One Killer lies in research. 
There is still far too little 
causes of thrombosis 


nation’s 


about the 
many other 


known 
coronary and 
forms of heart disease. 


DGECOMBE-NASH MEDICAL SOCIETY 

At its regular monthly meeting held on June 13 
the Edgecombe-Nash Medical Society went on 
record as opposing the Doctors’ Plan and requested 
any member of the society who had agreed to 
participate in this plan to withdraw his agree- 
inent, Committees were appointed to inaugurate a 
statewide campaign of opposition to the plan and 
to make recommendations regarding the applica- 
tion of Negro the Edgecombe-Nash 
Medical Society. 

Dr. Ed Robertson was program chairman for 
the July meeting and introduced as speaker a mem- 
ber of the Department of Surgery of the North 
Hospital in Chapel Hill. 


members to 


Carolina Memorial 


NEWS NOTES 
Dr. Harold R. Hoke has announced the opening 
of his office at 614 North Hamilton Street, High 
Point, for the practice of obstetrics and gynecology. 
* 
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Dr. Robert T. Odom has reopened his office for 
the practice of general and thoracic surgery (in- 
cluding cardiovascular surgery) at 323 Nissen 
Building in Winston-Salem. 


SOUTHEASTERN ALLERGY ASSOCIATION 

The Southeastern Allergy Association will spon- 
sor a meeting on allergy at the Barringer Hotel in 
Charlotte on October 5 and 6. In addition to pane! 
discussions on “Pediatric Allergy” and “Chronic 
Lung Diseases in Chronic Asthma,” papers will be 
presented by Drs. Carl E. Arbesman, president of 
the American Academy of Allergy, and Ethan 
Allan Brown, president of the American College 
of Allergists. The program will be accepted for 
credit by the American Academy of General Prac- 
tice for 10 hours in category no. 2. 

Arrangements to attend should be made by writ- 
ing Dr, Katherine B, MacInnis, 1515 Bull Street, 
Columbia, South Carolina. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The twenty-first annual meeting of the Mississip- 
pi Valley Medical Society will be held at the Hotel 
Morrison, Chicago, September 26, 27, 28. More 
than 50 clinical teachers from leading medical 


schools will conduct the assembly, which will pre- 
sent the latest advances in medicine. The program 
will include six panel discussions: September 26, 


Recent Advances in Diagnosis and Therapy; Os- 
seous Trauma. September 27, Gynecology; Coro- 
nary Thrombosis. September 28, Arthritis and 
Rheumatic Disease; Thyroid Disease. 

The program will be conducted by leading 
clinicians from the medical schools of Chicago, St. 
Louis, Iowa City, Minneapolis, Milwaukee, Madi- 
son and Rochester, Minnesota, plus a number of 
clinicians from more distant states. 

All members of the A.M.A, are cordially invited 
and urged to attend. Further details may be ob- 
tained from Harold Swanberg, M.D., Secretary, 
209-224 W.C.U. Building, Quincy. Illinois. 

« 

Martin A. Seidell, B.A., M.D., of Urbana, IIli- 
nois, a member of the Internal Medicine Staff, 
Carle Hospital Clinic, has been declared the winner 
of the 1956 Mississippi Valley Medical Society 
Essay Contest for his paper, “A Compendium for 
Fluid and Electrolyte Management with Ordinary 
and Extraordinary Laboratory Facilities.” Dr. 
Seidell will present the paper at the twenty-first 
annual meeting of the Mississippi Valley Medical 
Society at the Hotel Morrison, Chicago, September 
26-28. He will receive a gold medal, a certificate, 
and a cash award. Second prize in the contest went 
to Ethan Allen Brown, L.R.C.P., of Boston, Mass- 
achusetts, for his paper “The General Practitioner 
and Drug Allergy,” and third prize to Willard E. 
Hauser, M.D., of Cleveland, Ohio, for his paper 
“Disorders of Electrolyte Metabolism.” All the 
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essays will appear in the January, 1957, issue of 
the Mississippi Valley Medical Journal, (Quincy, 
Illinois). 


AMERICAN MEDICAL WRITERS’ ASSOCIATION 

The thirteenth annual meeting of the American 
Medical Writers’ Association will be held at the 
Hotel Morrison, Chicago, September 28-29. More 
than 20 medical writers and journalism instructors 
will address this meeting of “North America’s 
Only Association Devoted to Improvement of the 
Communications of Medicine.” 

All members of the A.M.A. and collegiate grad- 
uates interested in medical communications are 
cordially invited and urged to attend, Preceding 
the evening meeting, which will feature a contest 
on non-medical writing and a talk by Dr. Dwight 
Murray, President of the A.M.A., there will be 
a fellowship hour with the compliments of the 
Schering Corporation, 

Further details may be obtained from Harold 
Swanberg, M.D., Secretary, 209-224 W.C.U. Build- 
ing, Quincy, Illinois. 


MEDICAL SOCIETY OF THE STATE 
OF PENNSYLVANIA 

The Commission on Nutrition of the Pennsyl- 
vania State Medical Society is now making avail- 
able a new revised edition of its Manual of Stand- 
ard Therapeutic Diets. The first edition, issued 
several years ago, proved so popular that supplies 
were soon exhausted. 

More than 30 separate diets are presented. These 
cover a wide variety of nutrition needs from liquid 
diets through soft diets to various types of modi- 
fied diets. Recommended daily dietary allowances 
are given as well as a food composition table for 
a short method of dietary analysis. The Manual 
is being sold for $1 per copy. 

The Manual is being offered at no charge to all 
senior medical students in the six medical colleges 
in Pennsylvania, Distribution of the Manual to 
this group will impress the students with the im- 
portance of diet therapy in medical practice and 
will acquaint them with one of the most important 
educational services of the State Medical Society. 

Others may obtain copies of the Manual by 
sending $1 in cash, check or money order to The 
Commission on Nutrition, 230 State Street, Harris- 
burg, Pennsylvania. 


RHODE ISLAND MEDICAL SOCIETY 
Fiske Essay On Infertility 
The Trustees of America’s oldest medical essay 
competition, the Caleb Fiske Prize of the Rhode 
Island Medical Society, announce as the subject 
for this year’s dissertation “The Present Day 
Treatment of Infertility.” The dissertation must 
be typewritten, double spaced, and should not ex- 
ceed 10,000 words. A cash prize of $350 is offered 
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Essays must be submitted by January 10, 1957. 

For complete information regarding the regu- 
iations write to the Secretary, Caleb Fiske Fund, 
Rhode Island Medical Society, 106 Francis Street, 
Providence 3, Rhode Island. 


Dr. John E. Donley, a past president of the 
Rhode Island Medical Society and the medical di- 
rector of the Rhode Island Curative Center, has 
been named as the new editor-in-chief of the Rhode 
Island Medical Journal to succeed the late Dr. 
Peter Pineo Chase. Announcement of the selection 
of Dr. Donley by the Committee on Publications of 
the Society was made by Dr. Charles J. Ashworth, 
chairman. John E. Farrell, executive secretary of 
the Society, continues as managing editor. 

Dr. Donley, one of the Society’s most distin- 
guished members, was the recipient of the City of 
Providence Charles V. Chapin medal award a year 
ago, and in 1953 he received a citation from Presi- 
dent Eisenhower’s Committee on National Employ 
the Physically Handicapped for his “outstanding 
services to the disabled” in Rhode Island. 

A native of Providence where he completed his 
high school education at Classical, Dr. Donley re- 
ceived his bachelor of arts and master of arts de- 
grees from Seton Hall University in New Jersey 
prior to completing his medical college work at the 
University of Pennsylvania. He returned to Provi- 
dence where he has practiced medicine since, spe- 
cializing in neuropsychiatry. 


AMERICAN MEDICAL ASSOCIATION 
NEWS NOTES 
Society Leaders Invited To A.M.A.’s 
Public Relations Institute 
Concentrating on one big public relations meet- 
ing this year, the American Medical Association 
announces plans for its 1956 Public Relations In- 
stitute to be held August 29-30 at Chicago’s Drake 
Hotel. This two-day session will combine the socio- 
economic discussions formerly reserved for the 
Public Relations Conference with the ex- 
changes usually on the institute program. 
Especial!y invited are the men and women who 
work with medical society public relations pro- 
grams—society officers, public relations committee 
chairmen, society lay personnel, auxiliary public 
relations chairmen, and medical school public re- 
lations personnel. Registrants will be the guests of 
the Association at luncheon sessions, Room reser- 
vations should be made directly with the Drake 
Hotel. 
A.M.A. Exhibits for Local Health Fairs 
Health fairs sponsored by local medical societies 
have proven their worth as a primary means of 
spreading authentic health information as well as 
good public relations for the medical profession. 
At these fairs, many American Medical Asso- 
ciation exhibits will be displayed, augmented by 
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exhibits from voluntary health agencies, state and 
local health departments, government agencies and 
other interested groups. 

New A.M.A. Pamphlets on Family Doctor 

Expert advice concerning the importance of per- 
iodic health examinations is capsuled in an at- 
tractive new pamphlet recently published by 
A.M.A.’s Council on Rural Health. Titled “Check 
and Know,” this 16-page booklet points up the 
advantages of having a complete physical checkup 
at regular intervals and keeping an accurate health 
record of all members of the family. Another 
pamphlet, designed as a companion piece, dis- 
cusses the reasons for having a family doctor and 
for having a sound doctor-patient relationship. The 
second pamphlet, also 16 pages, is entitled, “A 
Member of the Family—Your Doctor.” 

Samples of each are being sent to directors of 
extension services and home demonstration leaders 
of land grant colleges, leaders of farm bureaus and 
the Grange, and members of state rural health com- 
mittees. State medical societies may secure ad- 
ditional copies from the Council. 

New Radio Series On Home Safety 

Having safe and sane fun in and around the 
house is the theme of a new series of radio tran- 
scriptions the A.M.A.’s Bureau of Health Educa- 
tion has produced for use over local radio stations. 
This “Safe at Home” series features short drama- 
tizations of familiar family situations interspersed 
with popular musical renditions by the Roger 
Steele trio, 

Fred V. Hein, Ph.D., educational consultant for 
the Bureau of Health Education, serves as the 
health authority. Bookings may be arranged for 
this series through the Bureau. 


AMERICAN UROLOGICAL ASSOCIATION 

The American Urological Association offers an 
annual award of $1,000 (first prize of $500, second 
prize $300 and third prize $200) for essays on the 
result of some clinical or laboratory research in 
urology. Competition shall be limited to urologists 
who have been graduated not more than ten years, 
and to hospital interns and residents doing research 
work in urology. 

The first prize essay will appear on the program 
of the forthcoming meeting of the American Urol- 
ogical Association, to be held at the Hotel William 
Penn, Pittsburgh, Pennsylvania, May 6-9, 1957. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1956. 


AMERICAN RHINOLOGIC SOCIETY 
The American Rhinologic Society will hold its 
annual meeting in Chicago, October 9-13, 
The profession is welcome to attend the scien- 
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tific session as guests of a member of the Society. 
There is no registration fee. 

Further information may be had by writing to 
Mrs. Mabel Campbell, corresponding secretary, 
834 Wellington Avenue, Chicago 14, Illinois. 


AMERICAN COLLEGE OF SURGEONS 


Developments in surgical research, techniques, 
and philosophy will be discussed during the world’s 
largest meeting of surgeons, the forty-second an- 
nual Clinical Congress of the American College of 
Surgeons, in San Francisco, October 8 through 12, 
1956, 

For the first time, student representatives from 
16 medical schools will attend the Clinical Con- 
gress, at College expense, In cooperation with deans 
of approved medical schools of this country and 
Canada, it is planned that a number of senior med- 
ical students will attend Congress meetings every 
year, Schools will participate in rotation, depend- 
ing upon the geographic location of the meeting. 
Students will be selected by vote of their class- 
mates, 

Headquarters for the Congress will be the Civic 
Auditorium, with some of the scientific sessions 
scheduled at the Fairmont and Mark Hopkins 
Hotels. 


AMERICAN COLLEGE OF PHYSICIANS 

A research grant of $43,100.00 has been awarded 
the American College of Physicians for the period 
September 1, 1956, through August 31, 1957, by 
the Department of Health, Education, and Welfare 
of the Public Health Service in furtherance of its 
project to evaluate internal medicine in hospitals. 
This project, “to establish a minimal standard of 
quality and efficiency of the practice of internal 
medicine in hospitals,” was initiated in early 1956, 
by the College’s Committee on Criteria for Hos- 
pital Accreditation, under the chairmanship of Dr. 
Arthur R. Colwell, Sr., F.A.C.P., Chicago. 

The Director of the study is Dr. Marion A, 
Blankenhorn, F.A.C.P., Cincinnati, who is devoting 
his full time to the project, A pilot study of ap- 
proximately one hundred representative hospitals 
is being conducted by observing practice methods 
with particular reference to internal medicine. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Council on Postgraduate Medical Education 
of the American College of Chest Physicians will 


sponsor the following Postgraduate Courses on 
Diseases of the Chest this fall: 

Eleventh Annual Postgraduate Course, Chicago, 
Illinois, Hotel Knickerbocker, October 15-19 
Ninth Annual Postgraduate Course, New York 
City, Park-Sheraton Hotel, November 12-16 
Tuition for each course is $75, which will include 
daily round table luncheons, The most recent ad- 
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vances in the diagnosis and treatment of chest 
diseases will be covered. 

Further information may be obtained by writing: 
Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 


Illinois. 


INTERNATIONAL COLLEGE OF SURGEONS 
fellows of the In- 
be held in 


Examinations for qualified 
ternational College of Surgeons will 
Chicago, October 29-30. 

Oral conferences will be held on October 22. 

For details, write to the Secretary of the Qual- 
ifications Council, International College of Sur- 
veons, 1516 Lake Shore Drive, Chicago 10, Illinois. 

a 

The twenty-first annual congress of the United 
States and Canadian Sections, International Col- 
lege of Surgeons, will be held in the Palmer House, 
Chicago, September 9-13. The meeting will be 
attended by surgical celebrities from many foreign 
countries as well as from all parts of the United 
States and Canada. 

The International House of Delegates also will 
meet in the morning of the opening day, Sunday. 
In the afternoon, the House of Delegates of the 
United States Section will convene for the biannual 
election of officers and for other business, 

General assemblies will be held mornings and 
afternoons, Monday through Thursday. Section 
meetings at the same hours will cover coloproctol- 
ogic surgery, neurosurgery, obstetrics and gyne- 
cologic surgery, occupational surgery, ophthal- 
mology and otorhinolaryngology, orthopedic sur- 
gery, plastic surgery, rehabilitation services, 
surgical nurses, and urologic surgery. 

Further information may be had by writing to 
the Secretariat, International College of Surgeons, 
1516 Lake Shore Drive, Chicago 10, Illinois. 


JOINT COMMISSION ON MENTAL ILLNESS 
AND HEALTH 

The Joint Commission on Mental Illness and 
Health has announced receipt of the first sub- 
stantial grant from a private source in support of 
the three-year national mental health study it 
began earlier this year. 

From the Joint Commission’s Cambridge, Mass- 
achusetts, headquarters, Dr, Jack R. Ewalt, study 
director, announced that the Smith, Kline and 
French Foundation of Philadelphia has made a 
$25,000 grant for general support of the Com- 
mission’s work, The Foundation, established by the 
pharmaceutical laboratories of the same name, 
carries on a $125,000-a-year research and training 
grant program in the mental health field. 

Dr. Kenneth E. Appel of Philadelphia is presi- 
dent of the Joint Commission on Mental Illness and 
Health and Dr. Leo H. Bartemeier of Baltimore is 
chairman of its board of trustees, 
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PAN AMERICAN SANITARY BUREAU 

A strategy for total war against malaria, aimed 
to eradicate the disease throughout the world, has 
been drawn up by the WHO Expert Committee on 
Malaria. 

The nine-member Committee held its sixth 
sion in Athens in late June, under the chairmanship 
of Dr. G. Livades, professor at the Athens School 
of Hygiene. The Committee not only confirmed 
that malaria eradication was feasible, but that its 
enormous economic and social advantages made it 
the only rational policy to adopt. 

The sums required to achieve eradication within 
a definite time, although substantial, are much less 
than the cost of continued malaria control of a less 
intensive character long-term More- 
over, at the present time, several international and 
national agencies, such as UNICEF, UN Technical 
Assistance and the U. S. International Cooperation 
Administration are ready to assist governments 
that embark on such a program. 

The members of the Committee, 
ience gained in such widely separated areas as 
Taiwan and Italy, India and Venezuela, recognized 
that one of the most urgent reasons for carrying 
out malaria eradication with the least 
delay, was the growing resistance of the mosquito 
carriers of malaria to insecticides like DDT, 
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PAN AMERICAN ASSOCIATION OF 
OPHTHALMOLOGY 

Eye specialists from all the countries of the 
Western Hemisphere will gather in New York City, 
April 7-10, 1957, at the Hotel Statler, for the 
Fourth Interim Congress of the Pan American 
Association of Ophthalmology, according to an 
announcement by Dr. Brittain F. Payne, New York, 
president of the Association, The Congress will be 
held in conjunction with the annual meeting of the 
National Society for the Prevention of Blindness. 

Dr. J. Wesley McKinney, Memphis, 
is executive secretary of the Association for coun- 


Tennessee, 
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tries North of Panama, and Dr. Jorge Balza, Buenos 
Aires, for those South of Panama. 

Dr. Payne advises that ophthalmologists 
to attend the Congress make their 
the Hotel Statler direct. 


(Bulletin Board continued on page 
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Non-Medical Hospital Care 

The Patient Is a Person (Hospital 
available by the Smart 
service to physi- 


A new film, 
Care) has just been made 
Family Foundation as a_ public 
cians, medical organizations, and hospitals at a 
nominal The film explores the fearful atti- 
tudes which many patients exhibit on entering the 
hospital, and suggests techniques of non-medical 
care which may help to allay these fears and con- 


cost, 


tribute to the patient’s rapid recovery, It stresses 
the ways in which physicians, the admitting clerk, 
nurses, volunteers, administrative help, and 
keepers can maintain the patient’s confidence in 
the hospital team and fill his needs as a person. 


house 


The Patient Is a Person is presented as a public 
service by the Smart Family Foundation in co-op 
eration with the American Medical Association and 
the American Hospital Association, A 16 mm, 
sound motion picture in color, 20 minutes running 
time, The Patient Is a Person may be purchased 
for $50 in color or $10 in black and white from 
either of the mentioned The 
film may also be rented from these two groups at 
a nominal rate. 


above organizations, 
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The Month in Washington 


If medical research doesn’t move ahead in 
the current fiscal year (ending June 30, 
1957), it won’t be the fault of Congress. 
The seven research organizations that make 
up the National Institutes of Health have 
far more money than they have ever had, 
and probably much more than their direc- 
tors even dared hope for last winter at the 
start of hearings on their budgets. Every 
one of the research institutes received a 
substantial increase over last year, and the 
funds of five of them were almost doubled. 

The institutes have a total of $170.4 mil- 
lion to spend before next July 1. This is 
about 80 per cent more than they had last 
vear, In discussing the appropriations bill 
on the Senate floor, Senator Lister Hill (D., 
Ala.) said the bulk of the money will go 
for grants to non-federal institutions—hos- 
pitals, medical schools, clinics and state and 
local organizations engaged in research. 

A breakdown by disease categories shows 
the following picture: 

For cancer research, $48,400,000, in con- 
trast to $24.8 million for the previous year. 
This year’s total is $16 million more than 
the administration asked when budget re- 
quests were sent to Congress in January. 

For mental health work, $35,100,000, in 
contrast to last year's $18 million. This is 
$13.4 million more than had been requested 
originally. 

For heart disease research, $33,300,000, 
compared with $18,700,000 last year and 
$22,100,000 originally requested. 

For work on arthritis and metabolic dis- 
eases, $15,800,000, or $5,100,000 more than 
last year and $2,500,00 more than Con- 
gress was asked for. 

For research in neurology and blindness, 
$18.6 million, compared with $9.8 million 
last year and $12.1 million originally re- 
quested. 

For work on allergies and infectious dis- 
eases, $13.2 million, compared with $7.5 
million last year and $9.7 requested. 

For dental research, $6,000,000. While 
this is small compared with money voted for 
other U. S. research institutes, it is almost 
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triple the $2.1 million spent last year. The 
huge increase is the result of a sustained 
campaign by the American Dental Asso- 
ciation. 

Senator Hill and Rep. John E. Fogarty 
(D., R. 1.) led the fight in Congress for the 
record - breaking research appropriations. 
Under the latter’s chairmanship, a House 
appropriations subcommittee boosted the 
total for the seven institutes to about $124 
million, a figure that was accepted both by 
the full Appropriations Committee and the 
House. 

In addition to heading the Senate ap- 
propriations subcommittee that handled 
this funds bill, Senator Hill also is chair- 
man of the Labor and Welfare Committee 
and extremely active in health legislation. 
His subcommittee pulled up the totals to 
$170 million. After the Senate-House con- 
ference committee disagreed on the spend- 
ing, Rep. Fogarty carried the fight to the 
floor, where he persuaded the House to 
accept all of the higher Senate figures. 

Other federal health programs, mainly 
concerned with disease control and hospital 
construction, also fared well with the Con- 
gress. The Hill-Burton program, for con- 
struction grants to hospitals, has $125 
million for the current year, or $14 million 
more than last year. For vocational rehabili- 
tation grants, the figure is $41.5 million, a 
$2.7 million increase; for general public 
health assistance to states, it is $18.16 mil- 
lion, a $600,000 increase; for Indian 
health work, it is $38 million, a $3.3 million 
increase. 


Notes 


With Salk vaccine being released in ever 
expanding volume, the Public Health Ser- 
vice is urging states and communities to 
increase the priority age to 20 and to use 
up supplies as fast as received. Said Secre- 
tary Folsom: “I urge parents, physicians, 
and health officials to cooperate in making 
the maximum use of the increasing supply 
as soon as it becomes available... ” 

Civil Aeronautics Administration, believ- 
ing the time has come to review procedures 
in pilot medical examinations, has hired a 
private organization to conduct a thorough 
investigation and make recommendations. 
Two questions: Should lower standards be 
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allowed for older, experienced pilots? Should 
crew members and ground crewmen, as well 
as pilots, be examined periodically? 
te 

Less than three months after his third 
appointment to a four-year term as Surgeon 
General of U. S. Public Health Service, Dr. 
Leonard Scheele resigned to take a post in 
the pharmaceutical industry so he could 
“provide more properly” for his family. 

Although no new legislation was enacted 
in that field, witnesses at a long series of 
hearings on civil defense were pretty much 
in agreement that the job can’t be done 
properly unless more authority is voted to 
the Federal Civil Defense Organization. 


BOOK REVIEWS 
The Menninger Story. By Walker Winslow. 
350 pages. Price, $5.00. Garden City, New 
York: Doubleday and Company, 1956. 

The cover of this book describes it as “A_ biog- 
raphy of Dr. Charles Frederick Menninger and 
the story of the clinic he founded.” The book more 
than comes up to the expectations roused by this 
description. The author gives us an intimate, heart 
warming introduction to a great family. Both Dr. 
Charles Menninger and his wife Flo were sturdy 
individualists, as were their three sons; but the 
father and two of his sons, Karl and Will, worked 
together in the closest harmony in building the 
greatest psychiatric center in the country. The 
third son, Edwin, was kept from also being a 
physician by an accident which cost him the sight 
of his right eye and the loss of the ring finger of 
his left hand. 

The book tells not only of Dr. Charles Menninger, 
but much about his famous sons, and their in- 
fluence upon psychiatry. Mr. Winslow emphasizes 
that much of the success of the Menningers in 
psychiatry was the fact that the father became a 
broadly trained family doctor, and he and both 

It is hard to recommend this volume too strongly 
his sons were able to see a patient as a whole. 
as a fascinating and informing account of one of 
America’s truly great medical famliies. 


The Complete Medical Guide. By Benjamin 
F, Miller, M.D. With illustrations especially 
prepared by Paul Larkin. 913 pages. Price, 
$4.50. New York: Simon and Schuster, 
1956. 


As the name implies, this is a book of advice 
about all the medical problems that arise in the 
average household, That Dr. Miller spent 12 years 
in its preparation is evidence of the difficulty of 
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writing such a book, as well of as his determina- 
tion to do a good job. It is hard to steer between 
the Scylla of alarming the lay reader and the 
Charybdis of minimizing danger signals. 

Any attempt to explain disease to a layman is 
almost certain to alarm apprehensive readers. Dr. 
Miller, however, has succeeded about as well as 
any could in steering the proper course, and in 
achieving his avowed aim to make the book “an 
extension of your personal physician, not as a 
replacement for him.” 

Part One, “Your and Your Body,” gives sound 
advice about the general care of the body, in- 
cluding diet, weight, vacation, and hygiene. 

Part Two, “You and Your Mind,” discusses the 
normal, the partially sick, and the sick mind. 

Part Three, “You and Your Home,” gives 
wholesome advice about marriage, sex, parent- 
hood, and the problem of childhood and adoles- 
cence, 

Part Four, “You and Your Doctor,” tells the 
reader to select a personal physician before he is 
actually needed, then tells how to go about choos- 
ing one. There is also a helpful clarification of 
some misunderstood principles of medical ethics. 

Part Five, “You and Your Special Problems,” 
deals with various diseases, classified as “The Kill- 
ers,” “The Disabling Diseases,” and “The Nuis- 
ance Ailment.” 

Other sections are devoted to “Problems of Wo- 
men,” “The Later Years,” and a philosophical dis- 
cussion of “The Calculated Risk in Health.” 

This book can be recommended as one of the 
best of its kind yet attempted—and one which 
should do much more good than harm. The cau- 
tion should be added, however, that it is written 
for adults, and the author himself says in the 
introduction that it is not recommended for child- 
ren or adolescents. 


Medical Support of the Army Air Force 

in World War Il. By Mae Mills Link, 

Ph.D., and Hubert A. Coleman, Ph.D., 1,027 

pages. Price, $7.00. Washington, D. C.: 

Government Printing Office, 1956 

This 1,027-page history, which required more 
than 10 years to compile, write, edit, and print, 
tells how military medicine was propelled into a 
new dimension as it became airborne. It contains 
valuable reading for military and civilian planners 
concerned with manpower, and every doctor will 
gain new insight into how the talents of the medi- 
cal profession are forged into the iron framework 
of command to meet a national emergency. At the 
same time the volume is interesting general read- 
ing because the human element is never lost. 
Each chapter is thoroughly documented, with 

footnotes for easy reference. The volume is well 
illustrated with charts, diagrams, and photographs 
und includes extensive tabular data. There is a 
detailed index. 
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3u Memoriam 


PHILLIP MINNIS SHERRILL, M.D. 
1905-1956 


On March 25, 1956, the medical profession, a 
community, and a family suffered a great loss in 
the tragic death of P. M. Sherrill, M.D. 


His biographical data reveal that he was born 
in Tennessee, the son of the late Professor and 
Mrs, S. W. Sherrill. Dr. Sherrill was always very 
proud of his father, who was known as an educator 
and from 1915 to 1919 held the post of what is 
now the State Commissioner of Education, Dr. 
Sherrill received his Doctorate of Medicine at 
Vanderbilt School of Medicine in 1931 and interned 
at the University of Pennsylvania Hospital in 
Philadelphia for two years. Following this, he was 
Assistant Surgeon in the Coaldale Hospital, Coal- 
dale, Pennsylvania, for two years. He then began 
the practice of medicine and surgery in Thomas- 
ville, N. C. in 1935. 


He is survived by his wife Estelle, one daughter 
Jeanne, and one son Robert, 


Dr. Sherrill was very prominent in the civic life 
of his community and was always a supporter of 
any project designed for the improvement of com- 
munity life. In the medical field, he was a leader 
among his co-workers and while chief-of-staff of 
the hospital figured prominently in all efforts to 
improve the medical care of his community. 


Throughout his tenure of practice in Thomasville 
one project was nearer to the heart of Dr. Sherrill 
than anything else. Here he combined his service 
to the community and to the medical profession as 
physician to the Mills Home, an orphanage located 
in Thomasville. Here, among the children, Dr. 
Sherrill was at his best. He was dearly loved by 
all the children and by the staff, he held the wel- 
fare of each child to be his own duty, and he was 
unfailing in his devotion to the orphanage. 


Now, as a tribute to Dr. Sherrill, because of his 
devotion and love of children, both in the orphanage 
and the community, the staff of the City Memorial 
Hospital in Thomasville has approved a pediatrics 
ward in the hospital. It is felt that no greater 
tribute could be paid to the memory of Dr. Sher- 
rill than to name in his honor a project designed 
for the benefit of a group of patients he loved so 
dearly. From the staff of the hospital and from 
funds have come donations for the Sherrill Pedia- 
tric Ward to honor a man who was devoted to his 
family, his community, to the medical profession, 
and most of all, to children, 

May the life of Phillip Minnis Sherrill, M.D., be 
a guiding light to all as a symbol of truth, devo- 
tion and sincerity. 
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BULLETIN BOARD 


(Bulletin Board continued from page 387) 
UNITED STATES ATOMIC 
ENERGY COMMISSION 


life science re- 
of medicine and 


Award of twenty unclassified 
search contracts in the fields 
biology was announced recently by the U. S. Atomic 
Energy Commission. The contracts were awarded 
to universities and private institutions as part of 
the AEC’s continuing policy of assisting and fos- 
tering research and development in fields related 
to atomic energy as specified in the Atomic Energy 
Act of 1954. 


DEPARTMENT OF THE ARMY 
Fluoridation of drinking water at 21 Army posts 
in the United States, Alaska, Hawaii, and Puerto 
Rico has been approved to date, it was announced 


recently by Major General Silas B. Hays, The 
Surgeon General of the Army. 
The fluoridation of drinking water at Army 


installations lacking the natural fluorine neces- 
sary for oral health was approved by the Army 
Medical Service in July 1954. 

Through the cooperation of the Corps of En- 
gineers, the fluoridation equipment and engineer- 
ing skill required to install the process are as- 
sured. Each military post must obtain both the 
approval of the Surgeon General of the Army and 
the endorsement of the Corps of Engineers. 


VETERANS ADMINISTRATION 

Twelve neuropsychiatric hospitals of Veterans 
Administration are prepared to conduct medicine’s 
first extensive evaluation of mental patient care 
to learn which treatments best promote the im- 
provement or recovery of mentally disturbed 
patients. 

Known as the psychiatric evaluation project 
(PEP), the program has three purposes: 

1. To determine the relative effectiveness of 
different treatment techniques, such as drugs, 
electroshock, group psychotherapy, individual 
psychotherapy, and the various activity therapies 
now in use in VA hospitals. 

2. To determine the relative effectiveness of 
different hospital designs, staffing patterns, and 
program emphasis in the treatment of psychiatric 
patients; and, 

3. To permit valid estimates of the relative costs 
of the various elements in effective treatment 
programs. 

The project director is Dr, Richard L. Jenkins, 
a psychiatrist with headquarters in VA’s Mt. Alto 
hospital in Washington, D. C. Dr. Jenkins formerly 
was chief of psychiatric research in the VA Central 
Office at Washington. 
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PROVED ANTICHOLINERGIC EFFICIENCY 


Pro-Banthine’ Provides 


Rapid Relief in Acute Pancreatitis 


Pro-Banthine inhibits excessive vagal stimulation 
of the stomach and pancreas and reduces'* 


both gastric and pancreatic secretions. 


Sites of Action of Pro-Banthine With use of the Levin tube and a 
drug “such as Pro-Banthine.. . 
most cases of acute pancreatitis* 


~ 


VAGUS NERVE 
j 


> y 
SYMPATHETIC GANGLION 
CHAIN 


PARAS YMPATHET! will subside in a few hours, or at 
, the most, in a few days.” 
Schwartz and Hinton achieved* 
dramatic relief of pain in four of 
six patients with acute hemor- 
rhagic or edematous pancreatitis 
within twenty to thirty minutes 
after giving Pro-Banthine intra- 
muscularly. A dose of 15 to 30 
mg. may be repeated' parenter- 


ally at intervals of six hours. 
Pro-Banthine bromide (brand 
of propantheline bromide) also 
has proved highly effective in the 
therapy of peptic ulcer, hyper- 
trophic gastritis, diverticulitis, bil- 
iary dyskinesia, ileostomies and 
genitourinary spasm. G. D. Searle 
& Co., Research in the Service of 
Medicine. 


1. Jones, C. A.: Arch. Int. Med. 96.352 
(Sept.) 1955 

. Zollinger, R. M.: Postgrad. Med. 15; 
323 (April) 1954 

. Woodward, FE. KR: M. Clin. North 
America 38:115 (Jan.) 1954 


4. I. and Hinton, J. W.: 
ave’ Yersonal communication, February, 
PELVIC NERVE 1956. 


Sites of Action of Pro-Banthine. The principal site of action of 
Pro-Banthine is on the parasympathetic system where it exerts a dual 
action while exerting a single and lesser action on the sympathetic 
4 system: (1) parasympathetic effector; (2) parasympathetic ganglion; 
: (3) sympathetic ganglion (see arrows). 
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Doctor . . . or Bill Collector? 


Sometimes it gets to be a toss-up ... which shingle 
you should hang outside your door. You didn’t intend to 
try your hand at collections when you were putting in 
those long years of medical training, did you Doctor? 

Neither did your secretary intend to try her hand at 
collections. Chances are, that in collecting a few past-due 
accounts she loses many patients for you. 

Getting your ex-patients back into the fold and recov- 
ering past-due accounts is as simple as picking up your 
telephone and calling your MEDICAL-DENTAL CREDIT 
BUREAU. They collect your past-due accounts in an 
ethical, courteous manner that creates good will for you 
at the same time. 

Call or write today for information. There is no obliga- 
tion, of course. 


DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—I15 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg.—Phone 3955 Raleigh—715 Odd Fellows Bldg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


GLENWOOD PARK SANITARIUM 


Pounded by 
W.C. ASHWORTH, 


GREENSBORO, 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


Wortn WILuiaMs, Business Manager R. M. Bute, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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NOW AVAILABLE... 


a unique new antibiotic 
of major importance 


PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococci and proteus) 


RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystalline Sodium IUM 
SPECTRUM—most gram-positive and certain 


gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus oul- 
garis, including strains resistant to all other 


antibiotics. 
DOSAGE—four capsules (one gram) initially w®o) 
and then two capsules (500 mg.) twice daily. 


SUPPLIED—250 mg. capsules of ‘Carnomy- 
> DIVISION OF MERCK & CO 
CIN, bottles of 16, PHILADELPHIA |. PA 


‘CATHOMYCIN’ is a trademark of Merck & Co., Ine. 


MERCK SHARP & DOHME 
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your patients... 


for 


yourself... 


EVERY WOMAN RELIEF FROM MORNING BACKACHE* 
AND THE MOST COMFORTABLE 
NIGHT'S SLEEP YOU'VE EVER HAD 


DESERVES 


“PREMARIN’ 


The first 

and only mat- 

tress RF 

ration wit ing 

widely used surgeons, 

this scientifically firm 

.: mattress has afforded genu- 

/ / . ine relief from morning backache 

a 5 Ona 80 with too soft, sagging 
mattresses. ony Posturepedic provides supe- 
rior support and comfortable resiliency—re- 
gardless of the sleeper’s size or weight. 


estrogen * Due to sleeping on a too-soft mattress 
SAVE $39 WITH THIS SPECIAL 
PROFESSIONAL DISCOUNT! 


Our most valued Sealy Posturepedic 
recommendation, for their own use, 
over 10,000 doctors taking advantage of 
have purchased the this special offer. 
OSealy, 1956 
SEALY MATTRESS CO. 
666 LAKE SHORE DRIVE, 
CHICAGO 11, ILL. 
Fiano send me full details on how I may obtain my 
Doctor's Discount and save $39 on the purchase ofa 


Sealy Posturepedic Mattress with Matching * *Coil- 
on-coil”’ Foundation. 


AYERS. LABORATORIES 
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THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


@ well tolerated, non-addictive, essentially non-toxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 

@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. Wy 


dicarbomate—U. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: | or 2 tablets tid. 


Literature and Samples Available on Request 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation, 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


organomercurial diuretics 
“..permit ingestion of 
enough salt to make food 
palatable; without them, 
many patients would lose 
their appetites, a conse- 
quence of the salt-free diet 
which has occasionally been 
known to cause serious 


malnutrition. 


* Modell, W.:; The Relief of Symptoms, Phil- 
adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 


PERSPIRATION PROOF 
Insoles do not crack or curl 
from perspiration * 


@ Insole extension and wedge at inner corner of 
heel where support is most needed. 

@ The patented arch support construction is guaran- 
teed not to break down. 

* Innersoles guaranteed not to crack or collapse. 

®@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot.’’ 


Write for details or contact your local FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TAaBLet 
Form—as the various aluminum hydrox. 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate ... shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavyored Alglyn Tablets'. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Maiglyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Betglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


Reprint of recent 1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
in vivo studies avail- 2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 
able on request 38 586, 1949. 


Braylen PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 


Monograph for 51530 60 % 120 180 
® 
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aspastic 


integrated relief eee TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 


CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 


REX BLANKINSHIP, M.D., Medical Direet 
ploying modern diagnostic and treat- a 

JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


sulin, psychotherapy, occupational THOMAS COATES, M.D., Accectate 
JAMES K. HALL, JR. M.D., Associate 


CHARLES A. PEACHEE, JK., M.S., Clinical 
and mental disorders and problems of Paychologist 


and recreational therapy —fpr nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O, Box 1514 - Phone 5-3245 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


for senile prychases 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or 4 teaspoonful 
of elixir contains: 
Pentylenetetrazol __ 100 mg., 
Nicotinic acid 50 mg. 


1. Levy, J. 15995, 


Mail Coupon for Free NICOZOL 2 abe gael K., North Carolina 


Drug Specialties, inc. 
P. O. Box 830, Winston-Salem, N. C. 


Kindly send me professional somple of NICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


PTHICAL PHARMACEUTICALS 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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413-21 Stuart Circle 


Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G, Brown, III, M.D, 
John D. Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B, Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 
Pediatrics; 
Charles P. Mangum, M.D, 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
James B. Roberts, M.D. 


Director: 


Wyndham B, Blanton, Jr., M.D. 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D, 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 


Physiotherapy: 
Miss Etheleen Dalton 


Anesthesiology : 
William B. Moncure, M.D. 
Heth Owen, Jr., M.D. 


Charles C. Hough 


ASHEVILLE 


and aleohol habituation. 


Wm. Ray Grirrin, Jr., M.D. 
Ropert A, Grirrin, M.D. 


Insulin Coma, Electroshock and Psychotherapy are employed. 
facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patienta, rooms single or en suite. 


For rates and further information write APPALACHIAN HALL, 


APPALACHIAN HALL 
ESTABLISHED — 1916 


NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological {linesses, rest, convalescence, driv 


The Institution is equipped with complete laboratory 


MARK A, GRIFFIN, SR., M.D. 
MARK A. GRIFFIN, JR., M.D. 


ASHEVILLE, N. C. 


A 
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*‘Thorazine’ is available in ampuls, tablets and syrup, as the 
hydrochloride; and in suppositories, as the base. 

‘Thorazine’ should be administered discriminately and, before 
prescribing, the physician should be fully conversant with the 
available literature. 


always carry ‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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Digi alis 


in its completeness 


‘the Emblems of RELIABLE PROTECTION 


35 


Digitalis | 
a — : for application for membership 
0.1 Gram 
ermine) 
“AUTION: Pederet 
iy 
: sickness as well as benefits for 


We cordially invite your inquiry 


which affords protection against 


loss of income from accident and 


hospital expenses for you and 


all your dependents. 


equivalent to 
one USP Digitalis Unit 


ALL PHYSICIANS 
SURGEONS 


Physiologically Standardized DENTISTS 
therefore always 


dependable. 


$4.500.000 ASSETS 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 


$23,600,000 PAID FOR BENEFITS 
SINCE ORGANIZATION 


Since 1902 


PHYSICIANS CASUALTY 
AND 


HEALTH ASSOCIATIONS 
OMAHA 2, NEBRASKA 


XL 

| | 

| | 

i Each pill is 
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TRICHOMONAS 
MONILIA 
BACTERIA 


oF welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant ag a the Milibis vaginal suppository offers proved therapeutic 
icle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 


Supplied: boxes of 10 


‘ *97 per cent effective in a study of 564 cases; 
94 t effective in a series of 510 cases. 
LABORATORIES 
New York 18, N.Y. 


Milibis (brand of glycoblersol), trademark reg. U.S. Pat. Off. 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CALOLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. 0. E. H. &. TAYLOR, M. D. J. T. VERNON, M. D. 
A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 


Compliments of 


Wachtel’s, Inc. 


POLIOMYELITIS SURGICAL 
IMMUNE GLOBULIN SUPPLIES 


(human) 


For the modification of 
measles and the prevention 
or attenuation of infectious 


hepatitis and poliomyelitis. 
65 Haywood Street 


LEDERLE LABORATORIES DIVISION ASHEVILLE, North Carolina 


AMERICAN Cpanamid company 


PEARL RIVER, NEW YORK P. oO. Box 1716 Telephone 3-7616—3-7617 
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ALSO 


WITH 
AND 
GRAIN 
CODEINE 


100 
TABLETS 


1000 
TABLETS 


AVAILABLE 


DOE, 
AN 


M.D. 
Y ADDRESS 


Anadol offers the advantages of acetyl-p aminophenol P 
prompt, sustained analgesia against minor aches and pains. 
Acetyl-p-aminophenol is the active therapeutic metabolite of 
phenacetin, which—needing no conversion in the body—begins 
to exert its analgesic effect almost immediately. Unlike its 
parent drug, there is no evidence of methemoglobin formation 
when used clinically. 

Anadol offers the advantages of salicylamide, an efficient salicy- 
late derivative—eflective analgesic and antipyretic action, vir- 
tually free of the side actions often induced by aspirin. In 
addition, by the admixture of these active analgesies . . . 
salicylamide and acetyl-p-aminophenol . . . a smoother and 
more efficient analgesic action is obtained’ than would be pro 
vided by the use of a single analgesic component. 

Anadol offers the advantage of phenobarbital... mild sedation, 
Moreover the analgesic effect of the combination is rendered 
more effective by the combination of a barbiturate with the 
analgesic drugs.” 

Anadol offers the advantages of the alkaloids of hyoseyamus, 
which tend to lessen the sweating which may occur spon- 
taneously in febrile conditions. In addition, the central effect 
of the phenobarbital is augmented by inclusion of the hyosey- 


amus alkaloids. 
BIBLIOGRAPHY 


1. Goodman, L. and Gilman, A.: The Pharmacological Basis of 
1941, p. 244. 2. Lhid, p. 244. 


WORTHWHILE PRESCRIPTION SPECIAL NES 
ETHICALLY PROMOTED” 


\, PHYSICIANS , PRODUCTS 


IRPORA 


A 


PETERSBURG, 


CLINICAL SAMPLES AND LITERATURE ON REQUEST 
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ANY TOWN 
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TUCKER HOSPITAL, INC. 
212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE 8S. FULTZ, JR. Dr. AMELIA G. Woop 


Dr. ROBERT K. WILLIAMS 


“To keep you 


on up-to-date techniques for detecting and treating cancer, we 
have @ @ @ 

@ @ @ inour professional film library, films on nearly 150 
subjects covering cancer diagnosis, detection and treatment, 
available on loan @ @ 

@ @ @ our monthly publication, “Cancer Current 
Literature,” an index to articles on neoplastic diseases from 
American and foreign journals. 


For information about these 
and other materials, write 
your state Division of the 


American Cancer Society 
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WHAT IS THE DIFFERENCE © 
BETWEEN A TRANQUILIZER 
A SEDATIVE?> 


Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) ov the cortical electroencephalogram 


After Raudixin. E.E.G. not altered, 


\ 


After barbiturate. Typical “spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


suppcy: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 
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KNOWN and RESPECTED FOR A DECADE... 


ATLAS INJECTABLES 


Every ATLAS injectable is manufactured in our own new, ultra-modern 
laboratory under strictest controls. Continued research and testing assures 
the finest standard injectables as well as distinctive new formulae as they 
are perfected... Potencies and purity guaranteed, yet a realistic pricing 
policy makes them readily usable in every case. 


Here is our latest Specialty... 


RESERPINE cmpuies per box 


Order today from our representative or direct from our manufacturing 
laboratories. Complete medical information sent upon request. 


ATLAS PHARMACEUTICAL LABORATORIES 
13211 Conant Avenue Detroit, Michigan 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BrRawner, M. D. Jas. N. BRAWNeER, JR... M.D. ALBERT F. BRAWNER,. M. D. 


MEDICAL OIRECTOR AGGISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 
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SENSITIZE 

USE 

POLYSPORIN 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 
For ophthalmic use: in % oz. tubes. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 
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THE 
KEELEY 
INSTITUTE 


447 W. Washington 54. 
GREENSBORO, 
MORTH CAROLINA 


Qut-Patient Clinic 
And Hospital For Rehabilitation Of 
The ALCOHOLIC 


_ A. F. Fortune, MD: Medical Director 


Ben F. Fortune, MD: Associate Medical Director — 
R. H. Dovenmuehle, MD: Consultant in Psychiatry 


In-patients are accepted in state of acute 


alcoholism. No waiting period required. 
Registered by Americon Medicel Association 


..in patients 
with moderately 
severe and severe 
cardiac failure, 
neohydrin 
is the oral diuretic 


of choice.’’* 


*Moyer, J. H., and others: 
J. Chronic Dis. 2:670, 1955. 
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{n clinic 
office 
and hospital 


the Birtcher 


MEGASON ULTRASONIC 


is earning the respect of both operator and 
patient because of its consistently excellent 
performance, Ask us for demonstration. 


CAROLINA SURGICAL 
SUPPLY COMPANY 


NORTH CAROLINA 


The FOR 


¢ @ 
EXCEPTIONAL 
Thompson CHILDREN 


Homestead Year-round private 
Sch 1 home and school for 
00 infants, children and 
adults on pleasant 

250 acre farm near Charlottesville. 

Write for booklet, 
Mrs. J. Bascom THOMPSON, Principal 

FREE UNION VIRGINIA 


-] 

% 
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NOW AVAILABLE... 


a unique new antibiotic 

of major importance 
PROVED EFFECTIVE AGAINST 
SPECIFIC ORGANISMS 


(staphylococei and proteus) 
RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystolline Sodium Novoblocinth “SODIUM 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 
ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOxICITy—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 

toses, septicemia, bacteremia, pneumonia 

and enteritis due to Staphylococcus and infec- 

tions involving certain strains of Proteus oul- 

garis, including strains resistant to all other 

antibiotics. 

DOSAG&four capsules (one gram) initially 


and then two capsules (500 mg.) twice daily. 
SUPPLIED—250 mg. capsules of ‘Carnomy- 


cin’, bottles of 16. PHILADELPHIA I. PA 


‘CATHOMYCIN’ is a trademark of Merck & Co., Inc, 
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“Those poor devils 


USTACHIOED, bulky and calm, Jack 
M Philip stood on the bridge of the 
U.S.S. Texas, watching his gunners pour 
fire into the Spanish men-of-war fleeing 
Santiago harbor. 

Only a few days before, another American 
ship had accidentally fired at the Texas. 
Philip had responded by signalling : “Thanks, 
good line, but a little over.” 

Now enemy shells were whistling over his 
head from desperate vessels doomed to de- 
struction, As the Texas raced past the flam- 
ing, riddled Vizcaya, that Spanish battleship 
exploded. 

Instantly, a great victorious shout sprang 
up on the Texas, But Captain Philip quickly 
silenced it: 

“Don’t cheer, men; those poor devils are * 
dying.” 

A bold captain who ran a happy ship, Jack It’s actually easy to save money—when you buy 
Philip was already something of a friendly Series E Savings Bonds through the automatic 
hero to his men, But this one sentence, more Payroll Savings Plan where you work! You just 
than all his bravery, made him a hero of sign an application at your pay office; after that 


the Spanish-American War to millions of your saving is done for you. The Bonds you re- 
ceive will pay you interest at the rate of 3% per 


Americans, 
year, compounded semiannually, when held to 
For Americans prize gallantry, Gallantry maturity. And after maturity they go on earning 

is part of the great heritage —- part of the 10 years more. Join the Plan today. Or invest in 

strength — of the American people. And Savings Bonds regularly where you bank. 

today, it is this strength—-the strength of 

165 million Americans — which forms the ‘ , 

real guarantee behind one of the world’s Safe as America — US. Savings Bonds 

finest investments: United States Series E 

Savings Bonds. 

That's why it’s such a good idea for any 

American to buy Savings Bonds regularly 

and hold on to them, Start today! 


The U.S. Government does not pay for this advertisement, It is donated by this publication in cooperation with é 
Advertising Council and the Magazine Publishers of America. 
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that the epileptic patient 


may enjoy fuller life 


DILANTIN SODIUM 


For patients with grand mal and psychomotor seizures, 


DILANTIN — alone or in combination — continues as an 


anticonvulsant of choice. Effective control of seizures, 


with resulting greater social acceptance and increased 
vocational opportunities, forecasts a fuller life for such 
DILANTIN has little or no hypnotic effect. 


patients. 


DILANTIN Sodium is supplied in a variety of forms 
including Kapseals” of 0.03 Gm. ('; gr.) 
and 0.1 Gm. (1% gr.) in bottles of 100 and 1,000. 


For patients with petit mal epilepsy, a drug of choice in 


initiating treatment — with very few and mild side effects. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 
and 1,000; also available as MILONTIN Suspension 
(250 mg. per 4 cc.) in 16-ounce bottles. 


For patients with mixed grand mal—petit mal epilepsy, 
compatibility permits use of DILANTIN with MILONTIN. 
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physical sluggishness... 


decreased mental 
and emotional control... 


decreased function 
in various organ 


systems 


In many of the clinical problems caused by Metabolic 
Insufficiency you will see positive improvement within several days. 
This is because ‘Cytomel’ stimulates metabolism at 
the cellular level. 


5 meg. and 25 meg. (scored) tablets 


a new agent for treatment of 
Metabolic Insufficiency 


«Trademark for 


Smith, Kline & French Laboratories, Philadelphia 3.K.F. 
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